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FOREWORD 


In the summer of 1822, Miss Virginia Randolph, a granddaughter of Thomas 
Jefferson, reassured her fiancé on’ the state of her health in a letter reproduced _ 
by Professor Shryock in The Development of Modern Medicine:+ 


We have had a rather sick family lately . . . and I am on Dr. Watkins’ list. He has 
bled me twice, and prescribed a course of calomel, which I am getting safely through 

. and I expect soon to be perfectly restored. You must not expect that my health 
is worse than it frequently is in summer, but Dr. Watkins wishes to make a permanent 
cure at once of all my complaints. ...I have no doubt but that his advice is most 
judicious. . 


Modern medical practitioners are less buoyant than the impetuous Dr. Watkins 
and do not pretend to cure all bodily “complaints” and certainly not “at once.” 
Contemporary students of the corpus civitatis are even less sanguine about the 
prospects for establishing immediate, enduring, and completely adequate social 
provisions for meeting the health needs of Americans. Slightly more than a decade 
has elapsed since Tae ANNALS last devoted an entire issue to problems of social 
medicine, and a comparison of the present undertaking with the earlier volume 
reveals both gratifying progress and the multiplication of perplexities.? On the 
positive side, the current symposium records the further development of an 
ingenious nationwide network of health services which are characterized by every 
variant of function, auspices, and mode of control and are sustained by complex 
patterns of governmental, voluntary, and private financing.’ This comprehensive 
and pluralistic system has been responsible in part for a further extension in the 
expectation of life, for substantial gains in the conquest of infectious diseases, for 
predicted imminent breakthroughs in research on mental health, cancer, and the 
cardiovascular system, and for expanded programs in preventive and rehabilitative 
medicine. 

But, paradoxically, the triumphs of medical knowledge and organization have. 
generated their own continuing dilemmas for the American system of meeting 
health needs. Scientific discoveries and technological advance increase the quality 
of health services and simultaneously render them more expensive. At the same 
time, the need for highly skilled personnel grows apace, and these must be recruited 
and retained in the increasingly competitive post-Sputnik intellectual market. 
Ambitious programs of health education are instituted and the public responds 
by exerting even greater pressure on existing preventive, diagnostic, and treatment 
facilities. There occurs a remarkable diffusion in Blue Cross and other hospitaliza- ` 
tion plans, and the subscriber newly initiated into the relative luxury of semi- 
private accommodations learns to demand even better care and wider coverage. 
Dramatic reductions in the mortality rate are achieved at the younger age levels, 

1 Richard Harrison Shryock, The Development of Modern Medicine (New York: Alfred A. 
Knopf, 1947), p. 268. 


2 Franz Goldmann and Hugh R. Leavell (eds.), “Medical Care for Americans,” THE ANNALS, 
Vol, 273 (January 1951). 
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FOREWORD ix 
and the result is a newly created large and vulnerable population segment of 
old people with limited economic resources and high rates of chronic illness. 

The persistence of problems of this character and many others identified by 
the contributors to this symposium point to the continuing relevance of the defini- 
tion of the health situation suggested by the coeditors of THE ANNALS volume 
of 1951. “The issue is not,” Goldmann and Leavell noted, “whether medical care 
[also education, research, preventive medicine] is superior to that in other 
countries, but whether it is as good as it ought to be in this country with such 
resources in personnel and facilities . . . an unparalleled standard of living, and 
an unalterable belief in equal opportunity.” ° ~ ` 

When the issue is stated in this fashion, we are reminded once again that the 
choices that confront us in social policy are never exclusively instrumental and 
that all proposals for action are based on explicit or implicit ideologica] assumptions. 
Democratic societies are, by definition, committed to a series of ethical standards 
emphasizing the value of human life and well-being. These humanitarian prin- 
ciples are now widely interpreted to mean that each person has the right to satisfy . 
certain fundamental needs, among them, health needs. Obviously, “health” in 
all the varied nuances of that uncertain word is a cherished value in the United 
States. Although we have not yet imitated the citizens of Erewhon who defined 
the’ contraction of disease as a felonious offense, most Americans would doubtless 
give their consent to the proposition that “When health is absent, wisdom cannot 
reveal itself, art cannot become manifest, strength cannot fight, wealth becomes 
useless and intelligence cannot be applied.”* Certainly, if the prestige and afflu- 
ence of the value carriers are clues to the importance of the value, it is noteworthy 
that the priests of the body far exceed the priests of the intellect or the soul in their 
ability to command the rewards of the secular realm. 

Unfortunately, the achievement of consensus on desirable master-values is only 
the notoriously easy and pleasant first step in the total decision-making process. 
The hard tasks which challenge the ingenuity of -useful men in medical social 
science all fall in a twilight zone where virtuous intent confronts problems of 
technical mastery. How, for example, shall we allocate scarce personnel and 
resources among all the worthy social purposes to which a society is committed? 
What shall be the relative contribution of the public and private sector in meeting 
the health needs of Americans? Or, for that matter, what ere current and 

‘potential health needs, and how shall we define and measure them? 

Each contributor to this volume has, in his own fashion, grappled with difficult 
problems of this character. Inevitably, as in any collective intellectual enterprise, 
the participants exhibit differences in emphasis and sometimes outright dis- 
agreements. Did not the Islamic physician, Rhazes, already know by the tenth 
century that “he who interrogates many physicians will commit many errors.” 5 
Yet the same essential themes are expressed by all the symposiasts—they share a 
like sense of moral urgency, a consciousness of complexity, and the deep conviction 
that superior intentions are not enough. Odin Anderson, who is among the 
wisest and most knowledgeable social scientists in the field of health, observes, 


3 Fbid., p. 2. 

+The Alexandrian physician, Herophilos, quoted in Henry E. Sigerist, Medicine and Human 
Welfare (New Haven: Yale University Press, 1941), p. 57. 

5 Quoted from the ninth treatise of Liber medicanalis ad Almansorem in “The Epic of 
Medicine: Arabian Medicine,” MD, Vol. 4 (April 1960), No. 4, p.-115. 
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“Tt has become increasingly difficult to debate issues of private and public action 


in terms of clear-cut alternatives because the actual choices are not simple, . 


because no problem today can be solved without tedious and patient attention to 
technical details.” 

This symposium, then, is dedicated to the responsible exploration of the ‘inter- 
relationships between values and science in social medicine—an exercise which’ is 
‘Indispensable for the achievement of controlled change in emotes social provisions 
for meeting the health needs of Americans. 


Marvin BRESSLER 
July 1, 1961 
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Mortality and Morbidity in the United States 
as Basic Indices of Health Needs 


By Monror LERNER - 


Axsstract: With mortality and case-fatality rates for most 
illnesses now relatively low, the level of health in a population 
is today most adequately measured if mortality rates are sup- 
plemented by morbidity rates and other measures of social 
well-being. The mortality rate in the United States has gone 
down steadily since 1900, although in recent years this trend 
has halted. Declines have been greatest at the younger ages, 
among females, and among nonwhites. The communicable 
diseases have declined as leading causes of death, but they 
have been replaced by degenerative diseases, such as heart 
disease and cancer, and also by accidents. The drop in mor- 
tality has increased life expectancy and survivorship, and this 
in turn has resulted in an increase in the aged population, a 
group, often in poorer health and requiring more medical care 
and services. The average durations of family life and work- 
ing life have also lengthened. Partly because of the decline 
in mortality, but also because of increased health consciousness, 
a greater awareness of illness, and decreased social and eco- 
nomic penalties resulting from it, the prevalence of both 
chronic and acute illness may have increased. The rate of 
hospitalized mental illness has risen since earlier in the century, 
but since 1955 the number of patients resident in long-term 
mental institutions has declined. 


Monroe Lerner, New York City, New York, is Research Associate at Health Informa- 


tion Foundation, New York, where the monthly statistical bulletin Progress in Health 
Services is prepared under his direction. He is also lecturer in the Department of Soci- ` 
ology and Anthropology, Hunter College, University of the City of New York. He has 
published articles in the field of health and vital statistics. 
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PEARS ago, at an earlier stage in 

the developmerit of modern sanita- 
tion, public health practice, and medical 
knowledge, the best index of health 
levels in this country was the mortality 
rate. At that time, the most pressing 
manifestation of ill-health appeared to 
be the excessively high death rates, espe- 
cially among infants and children and 
from the communicable diseases, and 
the high case-fatality rates for many 
illnesses. 

Today, however, with death and case- 
fatality rates much lower, attention is, 
to a considerable extent, focused on 
other dimensions of ill-health, for ex- 


ample, illness and impairment.t Health. 


levels are now most adequately meas- 
ured when mortality rates are supple- 
mented by morbidity rates and other 
measures of social well-being. This 
article summarizes the mortality and 
morbidity statistics of the United States 
since 1900. 

Because death has important legal 
‘consequences, routine registration with 
an official agency has long been common 
practice in this country. The resulting 
by-product, a series of national mor- 
tality statistics, has proved immensely 
_ valuable in measuring health levels and 
delineating trends over time. Death is 
a clearly defined event, so that mortality 
statistics are precise; and registration in 
this country is now fairly complete, so 
that the derived statistics are believed to 
be reasonably accurate, at least as they 
relate to the demographic characteristics 
of the deceased. Data on their social 
characteristics—for example, occupation 
and income—are at a much less satis- 
factory stage of development. 

In contrast to mortality, morbidity 
often has a subjective component, and it 
is usually difficult to define precisely. 


1The World Health Organization defines 
health as a “state of complete physical, mental, 
and social well-being and not merely the 
absence of disease or infirmity.” 


- the entire continental United States. 


The statistical and methodological prob- 
lems involved in the collection of mor- 
bidity data are forbidding. Except for 


. a few reportable communicable diseases 


accounting for only a small proportion. 
of the total amount of illness, morbidity . 
statistics in the United States have been 
collected only at irregular intervals and 
usually for limited populations. Since 
1957 the United States Public Health 
Service has conducted a household 
survey of morbidity in a national sample 
of the civilian noninstitutional popula- 
tion of the United States. 
collected are based on illnesses as known 
to or as perceived by the respondent, 
rather than: on “actual” conditions. 
Nevertheless, these are the best data 
presently available for any large popu- 
lation. ' 


TRENDS IN THE DEATH RATE 


In 1900 the crude death rate in the 
United States was 17.2 per 1,000 popu- 
lation,? but in subsequent years the rate 
decreased rapidly, reaching a low of 13.2 
in 1915 (see Table 1). There wasa 
slight rise in 1916 and 1917, while in 
1918—in response to a severe influenza 
epidemic—the rate jumped sharply to 
18.1 per 1,000. After 1919 the normal 
downward trend again resumed, but at 
a very much slower pace than early in 
the century. 

Beginning in 1938, the trend of de- 
cline again accelerated, partly because 
of the introduction of serum therapy, 
the chemotherapeutic drugs, and later 
the antibiotics. Between 1939 and 

2 All mortality rates in this discussion are 
based on data from the United States National 
Office of Vital Statistics. Rates for 1959 and 
1960 are provisional. Mortality rates prior to 
1933 are based on the death-registration states 


only. In 1900 this group consisted of ten 
states (primarily in the Northeast) and the 


. District of Columbia. The number of states 


in the death-registration area gradually in- 
creased, and since 1933 this area has included 
Data for 
1960 include Hawaii and Alaska: 


The data $ 
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TABLE 1 È 


Deaths per 
1,000 population 
20 ; ; 





15 


19 


1900 


1920 


*Adjusted to the age distribution of the U.S. population in 1940. 


Mortality from All Causes 


United States, 1900-1960“ 


rann 
Age-adjusted rate = T a T 


1940 1960 


Rates prior to 1933 apply to the death-registration states only. 


Source: U.S. National Office of Vital Statistics. 


1954, the decline in the crude mortality 
rate was almost twice as rapid as it had 
- been between 1921 and 1938. In 1954 
the rate was 9.2 per 1,000—the lowest 
ever recorded in the United States. 

After this, the rate rose slightly, 
reaching 9.3 per 1,000 in 1955 and 9.4 
in 1956. The Asian influenza epidemic 
brought it up to 9.6 in 1957, but in 
1958 and 1959 the rate declined again 
to 9.5 and 9.4 respectively. The provi- 
sional 1960 rate was again 9.5. 

When these crude mortality rates for 
each year from 1900 to 1960 are ad- 
justed to a standard population—in this 
-discussion, the 1940 United States popu- 
lation—changes in age composition are 
eliminated as a disturbing factor, and 
the rate of decline is considerably 
greater. Thus, the age-adjusted death 
rates prior to 1940 are higher than the 
actual rates, but in later years they are 
lower. From 10.8 in 1940, the age- 
adjusted rate declined to a low of 7.7 


in 1954. It rose to 7.9 in 1957, but by 
1960 was back to 7.7. 

The shape of the curve representing 
mortality rates by age in 1900 was much 
like that prevailing today. Thus, in 
1900 the death rate was very high dur- 
ing infancy, at 162.4 per 1,000; it 
dropped to a low of 3.0 at ages 10-14; 
thereafter, it rose steadily, until at ages 
85 and over it was 260.9 per 1,000 
population. In 1959 the rate was also © 
relatively high during infancy, at 29.5 
per 1,000; the low point was 0.4 at 
10-14; and again the death rates rose 
steadily with increasing age, to 206.5 
per 1,000 at ages 85 and over. 

Between 1900 and 1959, the largest 
relative declines in mortality took place 
at the younger ages,-especially during 
childhood. During infancy, the mor- 
tality rate declined by 82 per cent and 
at ages 1-4 by 94 per cent. The decline 
was by 89 per cent at ages 5-9, by 72 
per cent at ages 35-44, by 28 per cent 
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at 65-74, and by 21 per cent at ages 85 
and over. In relative terms, these de- 
clines at the older ages seem less sub- 
stantial than those at the younger ages, 
but, in absolute terms, they are actually 
more impressive. Thus, at 75-84, the 
decline amounted to 37.5 deaths per 
1,000 population, and at 85 and over it 
was 54.4, compared to only 2.6 at ages 
10-14. 

The mortality rates for both as 
and females have gone down since 1900, 
but the rate of decline has been more 
rapid for females. The death rate for 
females dropped from 16.5 in 1900 to 
8.0 in 1959, or by 51.5 per cent. For 
males, the corresponding drop was from 
17.9 to 10.9, or by only 39.1 per cent. 
. The male death rate has been the higher 
throughout, and the relative excess of 
male over female mortality rates has 
increased from 8.5 to 36.3 per cent. 
When these rates are age-adjusted to a 
standard population, the relative excess 
of male over female mortality rates in- 
creased from 9.4 per cent in 1900 to 
60.0 per cent in 1959. 

Unlike the widening sex differential, 
the mortality differential between the 
white and nonwhite populations has nar- 


. 47 per cent. 


rowed. In 1900 the mortality rate for 
the nonwhite population—25.0 per 1,000 
—exceeded that for the white—17.0—by 
But by 1959 the compa- 
rable rates were 9.9 and 9.4 respec- 
tively, a nonwhite excess of only 5 per 
cent. However, when these rates are 
age-adjusted to a- standard population, 
there is less of a narrowing’ in the gap. 
The excess of nonwhite over white mor- 
tality rates was 58 per cent for 1900 
and dropped only slightly, to 47 per 
cent, for 1959. 


MORTALITY BY CAUSE 


In 1900 the major communicable dis- 
eases were prominent among the leading 
causes of death, but by 1959 their 
place had been taken by the so-called 
“degenerative” diseases—diseases occur- 
ring mainly later in life and thought to 
be associated with the aging process— 
and by accidents. At the same time, as 
the communicable diseases have been 
brought under a considerable measure 
of control, deaths have been concen- 
trated into a smaller number of leading 
causes. 

` Thus, in 1900 “influenza and pneu- 


TABLE 2—LEADING CAUSES OF DEATH BY RANK 
Unirep Srares, 1900* ann 1959 




















1900 1959 
DEATHS _DEATHS 
PER Per CENT PER Per CENT 
RANK CAUSE OF DEATH 100,000 OF ALL | RANK CAUSE oF DEATH 100,000 OF ALL 
PoPULA- | DEATHS Popu.a- | DEATHS: 
TION TION 
ALL CAUSES 1,719.1 100.0 ALL CAUSES 941.7 100.0 
1 Influenza and pneumonia 202.2 11.8 1 | Diseases of the heart 366.3 38.9 
2 Tuberculosis (all forms} 194.4 11.3 “2. | Malignant neoplasms 147.1 15.6 
3 Gastritis, etc. 142.7 8.3 (cancer) 
4 | Diseases of the heart 137.4 8.0 3 | Vascular lesions affecting 108.3 11.5 
5 | Vascular lesions affecting 106.9 6.2 
CNS 4 | All accidents 50.7 5.4 
6 | Chronic nephritis 81.0 4.7 5 | Certain diseases of early 38.5 41 
7 | All accidents 72,3 4,2 infancy 
8 Malignant neoplasms 64,0 3.7 6 Influenza and pneumonia 32.5 3.5 
(cancer, 7 | General arteriosclerosis .19.7 2.1 
9 | Certain diseases of early 62.6 3.6 8 | Diabetes mellitus . 16.0 1.7 
infancy 9 | Congenital malformations 12.3 1.3 
10 Diphtheria 40.3 2,3 10 Cirrhosis of the liver 11.0 1.2 





* Rates for 1900 apply to the death-registration states only. n 


Source: U. S. National Office of Vital Statistics.. 
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monia” was ranked? as the leading 
cause of death. Its rate was 202.2 per 
100,000 population (see Table 2), and 
it accounted for 11.8 per cent—nearly 
one-eighth—of all deaths. But by 1959 
the death rate from this category was 
down to 32.5 per 100,000; its rank was 
down to sixth among the leading causes; 
and it now accounted for only 3.5 per 
cent of all deaths. The decline in this 
mortality rate between 1900 and 1959 
was even sharper when only age- 
adjusted * rates were considered—209.5 
to 30.1, a drop of 86 per cent. 
Tuberculosis—all forms—was the sec- 
ond leading cause of death in 1900, 
causing 194.4 deaths per 100,000 in that 
year, or 11.3 per cent of the total. By 
1959, however, the rate was down to 6.7 
per 100,000, and the disease accounted 
for less than 1 per cent of all deaths. 
The age-adjusted rates were 199.0 and 
6.3 respectively, a decline of 97 per cent. 
The pattern was similar for the third 
leading cause of death in 1900, gastritis, 
and so on. Other major communicable 
diseases for which the decline in mor- 
tality was impressive were the com- 
municable diseases of childhood— 
whooping cough, diphtheria, measles, 
and scarlet fever-—syphilis, typhoid and 


8 The method of ranking used here follows 
the procedure recommended by the Public 
Health Conference on Records and Statistics 
at its 1951 meeting. Thus, only those causes 
specified in the List of 64 Selected Causes of 
Death (59 Causes in 1959) were included in 
the ranking. The titles used are those of the 
Sixth Revision of the International Statistical 
Classification of Diseases, Injuries, and Causes 
of Death. Unless otherwise specified, the rates 
are unadjusted. 

4In the subsequent discussion “adjusted” 
rates are adjusted for age to the 1940 popula- 
tion of the United States and for compara- 
bility of cause-of-death categories to the Fifth 
Revision of the International Statistical Classi- 
fication of Diseases, Injuries, and Causes of 
Death, 

5The full title is “gastritis, duodenitis, 
enteritis, and colitis, except diarrhea of the 
newborn.” i 


paratyphoid fevers, rheumatic fever, 
typhus, and many others. 

Diseases of the heart ranked fourth 
as a leading cause of death in 1900, at 
137.4 per 100,000 population; but by 
1959 this cause far outranked all others, 
having risen to 366.3 per 100,000. In 
1900 it accounted for 8 per cent of all 
deaths, but by 1959 it was up to 39 per 
cent. The rise in age-adjusted rates was 
somewhat less: from 167.3 to 268.7, or 
by 61 per cent—still a substantial rise 
in an era when mortality in general was 
declining. ` 

However, this rise may appear to be 
larger than it actually is. Many deaths 
formerly ascribed to other conditions are 
today attributed to this category, largely 
because of new developments in medical 
diganosis, followed by changes in classi- 
fication procedures. And improved 
diagnostic techniques, along with the 
rise in preventive medical care—that is, 
larger proportions of the population ob- 
taining routine medical checkups, and 
so on—have undoubtedly resulted in 
additional detection of heart disease and 
its certification as a cause of death in 
instances where other chronic diseases 
were known to be present. 

The category “diseases of the heart” 
actually covers a variety of differing 
conditions that affect either structure or 
function of the organ. The most preva- 
lent are the cases of heart disease associ- 
ated with high blood pressure and 
hardening of the arteries, including 
coronary artery disease. As a result of 
substantial medical progress against 
rheumatic fever and rheumatic heart 
disease, afflictions primarily of the 
younger years, heart disease has become 
more than ever a disease of middle and 
old age. 

Malignant neoplasms, or cancer, 
eighth leading cause of death in 1900 at 
64.0 deaths per 100,000 population, rose 
to second place in 1959 at 147.1 per 
100,000. Cancer accounted for less than 
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4 per cent of all deaths in 1900, but by 
1959 the comparable proportion was al- 
most 16 per cent. The age-adjusted 
mortality rate from this category rose 
from 79.6 per 100,000 population in 
1900 to 127.0 in 1959, or by about 60 
per cent. Again, this was a substantial 
rise during an era of general mortality 
decline and heightened control over the 
communicable diseases. 

Although part of the increase is un- 
doubtedly spurious in that it was due to 
improved techniques for diagnosis and 
case finding, part is probably real. 
Cancer of the respiratory system and 
leukemia have risen as causes of death 
in recent years and have become a more 
important part of the total cancer 
picture. But death rates from cancer of 
the other major primary sites have been 
either leveling off.or declining since 
1930. 

Finally, accidental injury has become 
a more important cause of death since 
1900, rising from seventh place to fourth 
in 1959, However, this rise in rank has 
occurred only because mortality in gen- 
eral has declined, since mortality from 
accidents itself also declined during this 
period. From 72.3 per 100,000 the rate 
dropped to 50.7, or by 30 per cent. 
Accidents accounted for about 4 per cent 
of the total mortality in 1900 and about 
5 per cent in 1959. 

Accidents may be classified as occur- 
ring in four types: of environments—on 
the job, in public places, at home, and 
in association with motor vehicles. 
Accidents on the job have decreased 
substantially in the last thirty years, 
partly because of intensive safety cam- 


paigns. The percentage of decrease in. 


fatal accidents in the home and in public 
places has not been of comparable 
magnitude. Fatal accidents involving 
motor vehicles have increased since early 
in the century, but only because the 
volume of motor traffic has expanded 
and the mileage traveled by motor in 


this country has increased at a phe- 
nomenal rate. Thus, the death rate per 
100 million vehicle miles—a more real- 
istic measure of risk-—has declined con- 
sistently, suggesting that motor vehicle 
travel has in reality become safer over 
the years. 


SOCIAL CONSEQUENCES 


The decline in this country’s mortality 
rate has brought about many striking 
changes in the social fabric of our so- 
ciety. One change has been the increase 
in life expectancy at birth and in sur- 
vivorship at all ages. Life expectancy 
at birth rose by more than 22 years be- 
tween 1900 and 1959, from 47.3 to 
69.7° years. The life expectancy of 
females is currently 6.3 years’ higher 
than that of males, and the difference 
has widened considerably during the 
century. Life expectancy for the white 
population now exceeds the figure for 
nonwhites by 7.3 years, but this differ- 
ence has narrowed. Life expectancy and 
survivorship are today higher not merely 
at birth but at each age as well. Al- 
though the largest increases have been 
at the younger ages, those at the older 
ages have also been considerable. 

Partly because of increased survivor- 
ship, the older age groups have increased 
both in absolute numbers and as a pro- 
portion of the total population. For 
example, the population aged 65 and 
over in this country rose from about 3 
million in 1900 to over 16.5 million in 
1959, or from 4.1 to 9.2 per cent of the 
total. Moreover, this current proportion 
would be considerably higher except for 
the -continuing high level of the birth 
rate since World War II. 

Because the increase in survivorship 
has been more pronounced among fe- 
males than males, the sex ratio at the 
middle and upper ages has greatly. 
changed. In 1900 men actually out- 

6 Provisional figure. ` 
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numbered women in this country by a 
sizable majority at ages 45-64 and 65 
and over,.largely because of the heavy 
immigration which traditionally in- 
cluded many more males than females. 
Today, there is a female excess of over 
a million persons at ages 65 and over. 
If present trends continue, this figure 
will rise to 344 million by 1975, and 
even at ages 45-64 the excess will be 
2.2 million. The ratio of females per 
100 males at these ages will be 138 and 
111 respectively. 

The staggering increase in the number 
of persons aged 65 and over in this 
country may explain a considerable part, 
if not all, of what might otherwise seem 
a paradoxical situation. Despite the 
generally improving health levels of the 
population, evidenced in low mortality 
rates and the decline of the communi- 
cable diseases as leading causes of death, 
there has been an increased prevalence 
of chronic illness; various impairments, 
such as blindness; and hospitalized men- 
tal: illness. Similarly, the rise in the 
aged population may also explain a large 
part of the increase in the need for and 
the use of personal health services— 
hospital care and nursing homes, physi- 
cians’ and dentists’ services, drugs and 
medications, appliances, and the like— 
as well as of the increase in consumer 
spending for these services. 


On the positive side, the increase in 


survivorship has contributed to a length- 
ening in the average duration of family 
life in this country. Thus, the breakup 
of a marriage by the death of one 
partner at a young age or during mid- 
life is far less common than formerly, so 
that marriages now last much longer on 
the average. Widowhood has generally 
been postponed to much older ages, by 
which time the responsibility for minor 
children is usually not sc great. Also, 
orphanhood has rapidly diminished as a 
social problem because of the greatly 
reduced number of orphans in this coun- 


try—6.4 million in 1920 and 2.7 millién 
in 1958, a drop of 58 per cent—espe- 
cially those with both parents deceased 
—750,000 and 52,000, a drop of 93 per 
cent, 

- In addition, both the length of work- 
ing life and the number of years spent 
in retirement by the average person have 
increased. Thus, the average number of 
years an American male could expect to 
spend in the labor force rose from 31.1 
in 1900-1902 to 42.3 in 1958, an in- 
crease of over 11 years, or more than 
one third of the earlier figure. At the 
same time, the number of years that a 
male could expect to spend outside the 
labor force also increased—from 16.8 to 
24.1 years. Thus, there was little 
change in the proportion that years 
spent in the labor force or years outside 
of it constituted of total life expectancy. 
Increased survivorship among males has 
been accompanied by a rise in average 
age at entering the labor force, a de- 
crease in average age at retirement, and 
an increase in the average duration of 
retirement. 


HEALTH LEVELS AND MORBIDITY 


The decline in United States mor- 
tality, especially from the major com- 
municable diseases, and the associated 


Increases in life expectancy and survivor- 
-ship are an important indication that the 


level of health in the United States has 
improved since earlier in the century. 
But this one-to-one relationship is much 
less clear with regard to illness and 
impairment, particularly mental illness. 
For one thing, although mortality de- 
cline has undoubtedly contributed many 
additional years of healthy life to the 
population, at the same time it may be 
partly the cause of a higher incidence 
and prevalence of at least some ill- 
nesses and an extended duration for each 
illness episode. 

` Thus, the survival of a larger propor- 
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tion of the population to the older ages, 
when the likelihood of incurring many 
diseasés reaches a maximum, would 
alone lead to an increased incidence and 
prevalence of many conditions, espe- 
cially the chronic diseases. And, even 
after the individual has already incurred 
a disease, the presently longer period of 
survival with illness or impairment may 
mean a higher prevalence of illness. 
Moreover, since illness often has a 
psychological and social component 
superimposed on its physiological base, 
a higher frequency of illness could also 
result from at least these subjective con- 
siderations: In the United States today, 
the general length of health conscious- 
ness is high. People are likely to be 
more aware of illness, to recognize its 
symptoms, and to seek treatment more 
readily than in former years. At the 
same time, the usual financial penalties 
for illness and disability—loss of income 
or job, for example—may be less drastic 
than formerly, or the population may be 
better protected against these contingen- 
cies. As a result, the average person 
may demonstrate a greater willingness 
to admit the existence of illness symp- 
toms, especially minor ones, and to be- 
have accordingly—act “sick” and report 
himself as such. Here it becomes almost 
impossible to distinguish between a 
“real” and a “subjective” increase in 


illness. Thus, an increase of either type 


in the frequency of illness may not 
necessarily mean a less healthy society. 

Both chronic and acute illnesses are 
fairly widespread today. Thus, approxi- 
mately 41 per cent of the civilian non- 
institutional population of the United 
States—70 million persons—were re- 
ported in family interviews during the 
year ending June 30, 1958 to have one 
or more chronic conditions.’ > An esti- 


1U. S. National Health Survey, “Limitation 
of Activity and Mobility Due to Chronic Con- 
ditions, United States, July 1957-June 1958” 
(Series B-11; Washington, D. C., July 1959). 


mated 10 per cent—17 million persons— 
had some degree of long-term limitation 
of activity due to chronic -illness or 
impairment, while at ages 75 and over 
the corresponding figure was as high as 
55 per cent. And the number of acute 
conditions, defined as involving either 
medical attention or one or more days 
of restricted activity, reported during 
the twelve-month period July 1958—June 
1959 averaged 2.15 per person. 
Unfortunately, for most kinds of ill- 
ness we do not now have enough data to 
make possible an analysis of trends over 
time. However, a recent analysis by 
Health Information Foundation sug- 
gested that a much higher rate of acute 
disabling illness episodes is reported 
currently in household surveys of the 


` population than was the case in former 


years® This was true for each of the 
major groups of diagnoses—respiratory 
conditions, both upper and lower; acci- 
dental injuries; digestive diseases; and 
infectious and parasitic diseases. And, 
although the higher reported frequency 
was partly balanced by a much lower 
average than in former years for days 
of disability per episode of illness, the 
total of disability days per person 
annually for all episodes of illness as 
reported currently was also much higher. 

But these changes—higher frequency, 
shorter duration, and higher total dis- 
ability days annually—may simply re- 
flect an improvement in survey research 
methods, resulting in increased reporting 
especially of minor conditions; there- 
fore, comparison over time may not be 
justified at present. However, some 
support for the validity of this com- 
parison comes from other sources.’ 
Thus, the increased use of physicians’ 





This entire series ‘of publications provides in- 
valuable data on illness in this country and is 
unmatched anywhere else in the world. 

8 Health Information Foundation, “Acute 
Illness in Two Surveys,” Progress in Health 
Services, Vol. 8 (December 1959), No. 10. 
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services in this country, and the increase 
in hospital admissions and annual 
patient-days, coupled with shorter aver- 
age duration of stay, may all indicate a 
larger volume of illness, at least as de- 
fined in people’s awareness of illness and 
their need for services. Also, a series of 
data on illness among industrial em- 
ployees showed that the annual rate of 


cases disabling for one day or longer was ` 


substantially higher in 1952, when the 
series was terminated, than during the 
1930’s.® ` 
From the comparison, at least this 
much is reasonably certain: The pattern 
of acute disabling illness by age and sex 
of the population has remained rela- 
tively unaltered. Thus, today, as. in 
former years, the reported incidence 
of acute disabling conditions decreases 
steadily with increasé in age and is 
. higher for women than men. Also, some 
of the severe disease entities formerly 
prominent in the infectious and para- 
sitic group have today shrunk to mini- 
mum levels or virtually disappeared. 
Included in this category are smallpox, 
whooping cough (pertussis), typhoid 
fever, diphtheria, scarlet fever, malaria, 
and undulant fever. And case-fatality 
rates for many of these conditions have 
dropped sharply. 


MENTAL ILLNESS 


Although mental illness has probably 
always been present among human 
populations in one form or another and 
in varying degree, it has recently risen 
in importance to become .one of the 
major health problems of our time. 
This rise was certainly not due to the 
action of any single factor exclusively, 
but it is probably intimately associated 


® Various articles by W. M. Gafafer, cited in 
S. D. Collins, “Long-Time Trends in Illness 
and Medical Care,” Public Health Monograph 
No. 48, Washington, D. C., 1957. 


with the vast social changes character- 
istic of our era. 

These social changes have trans- 
formed the character of our society. 
Americans have become increasingly 
urbanized, industrialized, educated, sec- 
ularized, and mobile, both geographi- 
cally and socially, while family ties have 
become less cohesive than formerly, and 
our roots in the community have become 
perhaps less firm. Man’s increased con- 
trol over his.environment has resulted 
‘in an ever-higher standard of living, an 
ever-improving level of physical health, 
and a consequent increase in the aged 
population, the group with highest 
vulnerability to the risk of mental ill- 
ness, especially senility. And, at the 
same time, Americans have become more 
aware of the sizable.amount of mental 
‘illness among us and of the emotional 
factors underlying or accompanying per- 
haps a significant proportion of our 
physical ills. 

As we have become more aware of 
mental illness, or at least of the absence 
of complete mental health, and as our ` 
society has become more affluent, we 
have been able to devote an increasing 
proportion of our resources to meet the 
problem. We have built more hospitals 
to treat the mentally ill, established 
more outpatient clinics, trained more. 
psychiatrists. Yet, the more we do, the 
more apparently remains to be done. 
Unfortunately, our knowledge in this 
area remains scanty. Even today we 
know relatively little of the precise 
causes of mental illness; how to prevent 
it; how to treat or cure it; or its preva- 
lence or incidence in the population. It 
is still very difficult to know when a 
- person is “cured” of mental illness, or 
even to define mental health. 

The interpretation of trends is per- 
haps even more complicated in the area 
of mental than physical illness. Here, 
too, the exact significance of increases 
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in morbidity is uncertain. Statistical 
analysis of trends is necessarily re- 
stricted to data since 1900, applying 
only to patients in prolonged-care hos- 
pitals for mental disease. Yet this is 
only one manifestation of the problem 
of mental illness, although perhaps the 
most spectacular and costly to society, 
at least on the basis of directly measur- 
able costs. There is simply no way at 
present of determining even the direc- 
tion of change in the very significant 
amount of nonhospitalized mental ill- 
ness, primarily the neuroses and the 
various personality or behavior dis- 
orders. f ; 

As far as hospitalized mental illness 
is concerned, until 1955 the number of 
patients in mental hospitals in this coun- 
try and their rate per 100,000 popula- 
tion had both risen uninterruptedly since 
early in the century. In recent years, 
however, this trend has been reversed— 
apparently because, while admissions 
have continued to rise, the probability 
of early release has also increased. But 
readmissions have risen at a much faster 
rate than first admissions. Also, hospital 
patients have become more and more 
an older population, both at first ad- 
mission and among resident patients. 

Although comparison should be made 
only with extreme caution, a recent 
analysis by Health Information Founda- 
tion indicated that between 1940 and 
1957 schizophrenia was the most im- 
portant diagnostic category in first ad- 
missions; and currently it accounts for 
as much as one half of all resident pa- 


tients.1° First admissions for mental 
disorders associated with old age and 
for the alcoholic psychoses and alcohol- 
ism increased between 1940 and 1957, 
but there were comparable declines in 
first admissions and resident patients 
with organic disorders, especially pa- 
resis and other syphilis of the central 
nervous system. 

Recent advances in the treatment of 
mental illness, such as the development 
of tranquilizers, seem very promising. 
Many patients have been rendered 
amenable to therapy who were formerly 
considered hopeless problems. Also, the 
earlier practice of using prolonged-care 
hospitals for purely custodial care, 
where patients were tucked away and 
perhaps forgotten, is giving way to the 
concept that these institutions should 
become centers for both treatment and 
research. 


CoMMENT 


Despite their limitations, mortality 
statistics constitute the best indices cur- 
rently available of changes in the level 
of this nation’s health. But measures 
far more refined than these are needed 
for planning purposes and to facilitate 
the more intelligent assessment of our 
needs. Such measures should enhance 
our understanding of the factors in- 
volved in this significant aspect of 
American life. 


10 Health Information Foundation, “Hos- 
pitalized Mental Illness in the U. S.,” Progress 
in Health Services, Vol. 9 (October 1960), 
No. 8 - a A 


Goals of a National Health Program for 
Meeting Health Needs 


By Marion B. Forsom . 


ABSTRACT: There has been great progress in medical science 
and health care, but many problems remain. Life expectancy 
at birth has increased from forty-seven to seventy years since 
1900, but most of the gain has been in the younger ages. The 
death rate from certain chronic diseases continues to increase. 
Medical research expenditures must continue to expand, but 
more research workers must be trained. To prevent a short- 
age of physicians and research workers, the federal government 
should make matching grants to expand and modernize existing 
schools and assist in building new medical schools. More fel- 
lowships and loan programs should be available for medical stu- 
dents. Hospital room rates have doubled in ten years. There 
is need for better utilization of hospitals. To fit the facilities 
to the needs of the patients, greater use should be made of 
outpatient services, self-care units, long-term care. facilities, 
nursing homes, and organized home care. - Each metropolitan 
area should form a long-range planning council to co-ordinate 
all the health facilities in the community. There are still 
large gaps in health insurance coverage, especially for the 
aged, and in major medical protection. The logical plan for 
basic hospital insurance for the retired is one tied in with the 
social security system. 
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4 E have made great progress in 

/ the fields of medical science and 

health care in recent years, but we have 

many problems facing us and there is 
still much to be done in both fields. 


PROGRESS IN RECENT DECADES 


The progress of medical science in this 
country in recent years is indicated by 
the fact that life expectancy at birth 
was 47 years in 1900, 60 in 1930, and 
69.7 in 1959. To keep us from be- 
coming smug and complacent, it is inter- 
esting to note that life expectancy in the 
Scandinavian countries is above ours. 
The life expectancy of a male white in 
1958 in the United States was 66.4; 
Denmark, 69.9; Sweden, 70.5; and 
Norway, 71.1. Probably among the 
factors responsible are the compara- 
tively few people in low income groups 
and the absence of slums in these coun- 
tries. This indicates the need for 
greater progress in this country in elimi- 
nating the slums, raising the income of 
people in the low income levels, and pro- 
viding better health care for them in 
the meantime. 

We should also- realize that the im- 
provement in life expectancy has been 
due, to a very large extent, to the 
sharp decline in the death rate in the 
younger age groups. There has been 
much less improvement in the older 
ages. Of the twenty-three years gained 
in life expectancy at birth since 1900, 
only four and a half years have been 
added to the lives of people who have 
reached forty-five years of age and only 
two years to those who have reached 
sixty-five. 

This, of course, reflects the phenome- 
nal decline in the death rate from such 
communicable diseases as tuberculosis, 
pneumonia, and influenza. For in- 
stance, even as recently as 1920 there 
were 148,000 cases of diphtheria and 
36,000 cases of typhoid fever in this 


country; in 1960 there were less than 
1,000 of each. 

There has also been a sharp reduction 
in infant mortality, although our record 
here again is not as good as in other 
countries. For instance, our infant 
mortality rate per 1,000 live births in 
1958 was 26.9, which compares with 
23.9 in the United Kingdom, 22.2 in 
Switzerland, and. 15.8 in Sweden. , 

In certain chronic and other diseases, 
the trend has been in the reverse direc- 
tion. The death rate per 100,000 
population from cardiovascular diseases 
increased from 328 in 1930 to 516 in 
1959, and the death rate from cancer 
increased from 97 per 100,000 in 1930 
to 147 in 1959. 

This over-all progress has been due 
partly to the general improvement in the 
standard of living and to the reduction 
in the number of families with low in- 
comes. But the important factors have 
been the improvement and more exten- 
sive use of medical and health services 
and medical research. 

There has been a marked increase in 
medical research in recent years, espe- 
cially since World War II. ° It is esti- 
mated that the current annual rate of 
total expenditures is about $850 million. 
While this figure appears large, it repre- 
sents only a small percentage of the 
nation’s gross national product—just 
about one sixth of one per cent—and | 
it represents only about 5 per cent of 
the money that goes into development 
and research of all kinds. l 

A chief handicap today, as in the past, 
is lack of trained scientific personnel to 
conduct medical research, Fortunately, 
after World War II, the federal govern- 
ment inaugurated a policy of granting 
fellowships to graduate students in 
science and medicine, with a resulting 
steady increase in the corps of trained 
workers. A continued expansion in the 
field of medical research has been recom- 
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mended by three committees which have 
studied the problem in the last four 
years. This advance in medical research 
will obviously place heavier loads on the 
medical schools, in terms of both carry- 
ing on the research work and training 
research workers. 

Until recently, about half of the medi- 
cal research work was financed by the 
federal government, although the pro- 
portion conducted by the government is 
much less, The proportion financed by 
private groups, such as foundations and 
pharmaceutical concerns, is now running 
less than half of the total. 

Although greater government support 
of medical research will be needed, it is 
highly desirable that a large proportion 
of the work continue to be financed by 
private agencies. 


Many PROBLEMS REMAIN 


In pointing out the serious problems 
we are still facing in the field of health 
care, the group of consultants appointed 
by the Senate Appropriations Commit- 
tee in 1959, under the chairmanship of 
Boisfeiullet Jones, estimated the annual 
toll of disease and disability at $35 
billion. 

The need for more physicians presents 
a serious problem. The number of 
physicians per 100,000 population in- 
creased from 125 in 1930 to 134 in 
1950. There has been practically no 
change in the last ten years, and we are 
just holding our own with the increased 
population. While there was an in- 
crease in the number of graduates from 
medical schools from 1940 to 1950, 
there has been practically no change in 
the last six years. 

People naturally raise the question as 
to why, with the great strides which 
have been made in medical science, we 
cannot get along with a smaller number 
of physicians in relation to population. 
There are several reasons. We now 
-ave a greater percentage of the popula- 


tion in the very young and very old 
groups, which require the greatest 
amount of medical care. The increase 
in standard of living has enabled more 
families to obtain health services. The 
widespread use of hospital and medical 
insurance has resulted in greater health 
consciousness of the people. © 

It is interesting to note that seventeen 
per cent of the physicians entering 
practice in the United States in 1959 
were educated abroad. It seems strange 
that a country with our position in the 
world should have to depend’ upon 
foreign medical schools for so many of 
our physicians. Should not our goal be 
to train the number of physicians we 
need and also our share of the physi- 
cians needed by the less well-developed 
countries of the world? 


More MEDICAL ScHoors NEEDED 


A group of consultants, under the 
chairmanship of Dr. Stanhope Bayne- 
Jones, reported in 1958 that some 
fourteen to twenty new medical. schools 
will be needed in the United States by 
1970 if the existing number of physi- 
cians per 100,000 population is to be 
maintained and if sufficient personnel 
is to be available for research work. 
` Another committee, under the chair- 
manship of Frank Bane, later appointed 
by the Surgeon General, estimated that, 
to maintain the present physician-popu- 
lation ratio and to provide the necessary 
physicians for teaching, research, public 
health, and industrial medicine, 11,000 
graduates per year would be needed by 
1975, or a 3,600 increase over 1959. It 
was estimated that, with adequate finan- 
cial aid, existing and planned schools 
could add about 1,000 graduates. The 
committee indicated that the balance 
will have to come from twenty to 
twenty-four new two-year and four-year 
schools. 

While in the past the construction of 
medical schools was financed largely 
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from nonfederal sources—mainly state 
and private sources—it is now generally 
agreed that the federal share in the con- 
struction of new schools in the future 
will have to be considerably greater than 
in the past. 


The Eisenhower Administration recog-. 


nized this need in 1956 when the Presi- 
dent recommended to Congress that $50 
million a year be appropriated for a 
period of five years, to be given in the 
form of grants on a matching basis to 
medical schools for research and teach- 
ing facilities. With the matching funds, 
this would have involved an expenditure 
of about $500 million over a five-year 
period, which would have gone a long 
way toward meeting the need at 
that time for expansion in the medical 
schools. 

In the Public Health Services Act that 
year, Congress voted matching grants of 
$30 million a year for research facilities 
but nothing for teaching facilities. The 
research provision covered three years 
and was later extended for another three 
years, so that, for the six-year period 
beginning in 1956, $180 million have 
been made available by the federal 
government. 

While these grants for research facili- 
ties have been of great help to the 
medical schools, there is still need of 
funds for classrooms and laboratories 
for teaching. The present administra- 
tion and the previous one have presented 
recommendations for federal matching 
grants for this purpose: 

It would be necessary for schools to 
obtain matching funds from individuals, 
corporations, foundations, and state gov- 
ernments. But, since 1956, schools have 
been very successful in obtaining match- 
ing funds for research facilities, with the 
supplementary funds being well above 
the matching amount required. 

It naturally would be expected that 
the bulk of the matching funds for the 
medical schools of the state universi- 


ties would have to come from the state 
governments. It may also become neces- 
sary for the states to provide some of 
the money for the matching funds for 
the private schools. 

From the financial point of view, it 
would, of course, be highly desirable if 
existing schools could expand. The cost 
would be much less than to start new 
schools. In view of this saving and of 
the great need for larger enrollments, 
every effort should be made by the med- 
ical schools to increase their student 
bodies without lowering the quality of 
their teaching. To obtain the estimated’ 
increase of 1,000 in enrollments, funds 
must be made available to modernize 
and expand present facilities. Schools 
should also consider year-round opera- 
tion to make better use of the facilities 
and to speed up the training period. 

In looking to the future, the con- 
sensus is that, with the high cost to the 
individual of medical education,. we can- 
not look for much, if any, increase in 
tuition and fees. In the past few years, 
there has been a gradual increase in con- 
tributions from corporations toward the 
operating costs of medical schools. 
Such contributions should continue to 
increase, as should contributions from 
individuals, particularly from physicians 
to the medical schools from which they 
were graduated. 

If the state is not already making ade- 
quate grants to medical schools, it will 
be necessary for the state to increase its 
grants to the public medical schools and 
to provide a subsidy, on a per-student 
basis, to the private schools. 

The demands for higher education in 
all departments are to be so great in the - 
next few years that we should not expect 
the universities to subsidize their med- 
ical schools out of their general funds. 
We shall have to look to all sources of 
revenue, except possibly increasing tui- 
tion, if medical schools are to meet the 
nation’s needs. ` 
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FEWER APPLICANTS 


During recent years, the number of 
college graduates has been increasing, 
but the number of college students ap- 
plying for medical school has declined. 

In 1958, for all schools combined, 
there were slightly less than two appli- 
cants per each one accepted, and many 
schools are having serious difficulty in 
filling their first-year places with well- 
qualified students—that is, qualified 
both intellectually and emotionally and 
with a real interest. 

. Among the reasons why medicine as 
a career is declining in popularity are 
the length of time and the high cost 
of medical training; competition from 
many other stimulating careers, espe- 
cially in science; the comparatively 
small number of fellowships and training 
grants available for medical students; 
the lack of part-time jobs, which are 
generally available for other graduate 
students; and the failure to interest high 
school and college students in the 
attractiveness of a medical career. 

There are a number of constructive 
measures which can be taken to 
overcome these obstacles. There should 
be an expansion of scholarships and 
fellowships from federal, state, and 
private agencies for students in medical 
schools, especially for those from lower 
income families who cannot afford the 
high cost. Likewise, there should be an 
expansion in loan funds, such as pro- 
vided under the Federal Defense Educa- 
tion Act, with interest fixed at 3 per 
cent, to start one year out of college, 
and with payments spread over a ten- 
year period. More states should follow 
the example set by New York this year 
in subsidizing the difference in interest 
between the going rate charged by the 
banks and the 3 per cent to be paid by 
the student. 

Medical school faculties and others 
feel that, with the increasing complexity 


in medical science, it would not be wise 


to cut down the number of years now 
devoted to medical training, including 
internship and residence. Many educa- 
tional authorities, however, believe that, 
in the case of bright students, one year 
can be saved between high school and 
college through the “advanced place- 
ment” program, 

One of the chief deterrents to stu- 
dents’ going into the medical field at 
present is the three or four years they 
must serve as interns and resident 
physicians at a very low salary. As it 
is agreed by all that this period cannot 
be safely reduced, the answer to the 
problem seems to be to pay these resi- 
dent physicians a teasonable salary in 
line with the training they have received 
and the service which they perform. 

In 1959 there were 5,000 vacancies 
in approved residencies, and, of the 
26,700 residents on duty, over 5,000 
were foreign physicians. 

An increase in salary would naturally 
increase the cost to the hospital and the 
premiums of Blue Cross plans. But this 
is a service which should be paid for by 
those who use it, and the resident doctor 
should not be asked to subsidize the 
legitimate cost of hospitalization. 

The shortage of nurses today becomes 
especially important in view of the 
growing population. Expansion of all 
nurse training programs—two-year, 
four-year, and graduate programs—is 
needed, and we must encourage more 
young women to go into the nursing 
profession. The greatest encourage- 
ment, of course, would be to raise the 
salary of nurses to a level comparable 
with other occupations that require a 


` similar amount of training and experi- 
ence. ~ 


Cost oF MEDICAL Care 


In spite of the great advance in med- 
ical science, we find that the cost of 
medical care has been increasing at a 


16 ` THE ANNALS OF THE AMERICAN ACADEMY 


faster rate than any other part of the 
.cost-of-living index. The over-all in- 
crease in Consumer prices from the base 
1947-1949 to December 1960 has been 
27.5 per cent. The cost of medical care 
during that same period has increased 
58 per cent, or more than twice the 
average. 

Of the elements of medical care, hos- 
pital room rates have more than doubled 
—up 128 per cent. This is due not only 
to room and board but to the increasing 
cost of modern diagnostic and treatment 
services and the rise in many hospital 
wages to more realistic levels. l 

To help meet these increased costs of 
medical care, there has been a rapid in- 
crease in health insurance. It ‘is esti- 
mated for 1960 that 127 million people 
were covered by hospital insurance, 117 
million by surgical insurance, and 22 
million by major illness medical plans. 
We still have a long way to go, however. 
Figures are not available for the country 
as a whole, but a recent study in New 
York State, which is more advanced in 
this respect than the nation generally, 
indicated that 45 per cent of the older 
people are without hospital insurance, 
28 cent of the state’s labor force are 
without surgical benefits, and 87 per 


cent are without major medical in- 


surance. 

It is only natural that the problem of 
health insurance for the aged should 
now be receiving attention, with 15 
million persons in our population over 
65, and with the incidence of sickness 
in this group higher than in younger 
groups. While many retired people now 
get- along fairly well with their private 
savings, company pensions, and social 
security, a high percentage do have dif- 
ficulty in meeting the high cost . of 
medical care. ty. 

Action was taken in. the last Congress 
to increase the federal grants for medical 
care to those now qualified for old age 
assistance and to set up a new category 


for those who become indigent because 
of illness. This action, while helpful in 
meeting the immediate situation, does 
not provide a sound solution to the 
long-range problem. Widespread de- 
pendence upon a system of relief does 
not fit well into our American way of 
life. 

The logical plan is to finance and 
administer a program of hospitalization 
insurance for retired people through the 
social security system. E 

The same basic reasons which led to 
the adoption of a contributory plan in- 
stead of the assistance approach for re- 
tirement income would apply equally to 
health protection for the aged. 

By spreading the cost over the entire 
wage-earning population, through a tax 


of, say, % per cent of the payroll up to . ` 


$4,800 a year on employers and em- 
ployees, a reasonable plan could be 
financed without adverse effect on the 
federal budget. With the taxes depos- 
ited in a special trust fund, there would 
much more likely be sound fiscal control 
than if benefits were financed out of 
general revenue. The cost of adininis- 
tration would undoubtedly be lower 
than under fifty different state systems. 
Because of the mobility of our people, 
the problem is national in nature. With 
the governmental plan covering the 
aged, the Blue Cross and private insur- 
ance companies could reduce premiums 
for the lower age groups, thereby 
making it possible for these groups to 
obtain wider coverage. . i 

Under this arrangement, the govern- 
ment would be providing basic protec- 
tion for the retirees—that part of the 
risk which is most difficult to handle on 
a private basis. The. great bulk of the 


_risk for active workers and supplemen- 
- tary protection for the aged would still 


be handled by the voluntary. agencies. 
Our goal in private health insurance . 
should be as complete coverage as pos- 
sible for hospitalization, including out- ` 
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patient service and nursing homes, and 
for surgical, medical, and major illness 
` benefits—but with such reasonable. safe- 
guards as would prevent abuse of these 
benefits. 


HosPITAL CARE AND UTILIZATION 


With the rapid increase in health 
insurance coverage over the past fifteen 
years, more and more people are now 
getting proper care, and there has 
been growing pressure for more hospital 
facilities. ' 

Many hospitals have been constructed 


in recent years, especially in the smaller 


communities, with the aid of the Hill- 
Burton: Act. Nevertheless, there has 
been practically no change in the num- 
ber of general beds per thousand popu- 
lation since 1946, and’ we are just about 
keeping up with the population growth. 
And many of the large city hospitals are 
becoming obsolete. In the future, a 
much higher proportion of the Hill- 


Burton funds will have to be spent in 


our metropolitan areas, especially for 
modernization. 

While accurate figures are not avail- 
able, it is a well-known fact that there 
is a shortage of good nursing homes all 
over the country. The need for -these 
homes for chronic diseases will increase 
rapidly. 

With the rapid rise in hospital costs, 
we are unfortunately faced with the 
problem of increasing premiums of 
health insurance. The problem can be 
met in part by better utilization of the 
hospitals and nursing home facilities, by 
the placement of patients to fit their 
needs, and by more extensive organized 
home care. ; 

We have been depending too much on 
the acute and general hospitals to take 
care of all patients, and many people 
are using these expensive facilities when 
it is not necessary. As a solution, the 
progressive patient care plan has been 

developed. The United States Public 


Health Service’s concept of this program 
includes the following five elements of 
patient care integrated into a continuing 
recovery program: 


(1) An intensive care unit for the 
critically ill. 

(2) An intermediate care unit for 

patients whose condition has sta- 

bilized and who require remedial 

care. 

A self-care unit for patients who 

are physically able to care for 

themselves but who require re- 

storative care or diagnosis. 

A continuation care unit for 

long-term patients who require 

prolonged care. 

(5) An organized home care program. 


(3) 


(4) 


Each hospital should have a “utiliza- 
tion” commiittee to study matters per- 
taining to admission, use of services, 
length of stay, and standards of care. 
That there is need for such committees 
is indicated by the results of surveys 
in many communities, which have re- 
vealed frequent instances when patients 
have stayed longer than necessary. 
This also points up the need for edu- 
cating the public, so that patients and _ 
their families do not demand more ex- 
tensive hospital care than is actually 
required. 

Under the auspices of the Patient 
Care Planning Council of Rochester, 
New York, a thorough study was con- 
ducted this spring to determine to what 
extent the general hospital beds are 
being used unnecessarily. One thousand 
medical and surgical beds for the study 
were selected on a scientific basis. 
Fourteen teams of two doctors each—an 
internist and a surgeon—over a period 


‘of six weeks studied at the bedside the 


needs of the patient and indicated the 
type of facilities and service the patient 
needed on that day. 

The survey showed that 16.5 per cent 
of the beds were being used unneces- 
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sarily as far as medical reasons were 
concerned and that an additional 5 per 
cent could have been vacated if optimum 
facilities, including organized home care 
and long-term care facilities, had been 
available in the community. In over a 
third of the cases of unnecessary use, 
the doctors felt that outpatient service 
would have been sufficient. In another 
one third of the cases of unnecessary 
use, the patient should have been in a 
nursing home. or long-term hospital or 
under organized home care. The doc- 
tors felt the remaining cases could have 
been cared for at home without any 
special service. 

Many communities will soon be facing 
the problem of modernizing existing hos- 
pitals or expanding the number of beds 
to take care of the increasing popula- 


tion. Before any program is adopted, a. 


careful study should be made by a repre- 
sentative long-range planning council of 
existing beds and needs, the extent to 
which expansion in nursing homes and 
organized home care would reduce the 
“need for general hospital beds, the extent 
to which adoption of progressive patient 
care in hospitals would reduce the need 
for acute beds, the extent to which out- 
` patient service could be expanded, the 
need for more rehabilitation services, the 
extent to which existing duplication of 
facilities in the community could be 
eliminated, and the estimated growth in 
population. 


Pustic HEALTH 


. A variety of health needs today fall 
under the category of public health. 
The federal Public Health Service has 
done a good leadership job in this field 
working closely with the state and local 
health offices and with voluntary agen- 
cies. More activity will be needed, 
however, in the fields of radioactivity, 
air pollution, and water pollution. 
Much research work is needed in all 
. these areas. 


Due to the great advance in medical 
science, the number, type, and diversity 
of drugs on the market has increased 
rapidly. Likewise, there has been a 
sharp increase in the complexity of the 
food industry, with chemical additives 
and the new methods of packaging. , 
Both these factors put increasing loads 
on the food and drug administrations, 
both federal and local, and expansion in 
these operations will be necessary. 

While we have made good progress. 
recently in the field of vocational re- 
habilitation, with 90,000 disabled per- 
sons being rehabilitated in 1960, the 
possibility of rehabilitation is several 
times this figure. Much greater expan- 
sion is also needed in the rehabilitation 
services for persons, especially older 
persons, who cannot be rehabilitated to 
the extent of employment but can be 
brought back to a condition of self-care. 
The major limiting factor in both these 
fields has been the lack of trained 
personnel. 


SUMMARY 


If we as a nation are to obtain better 
health’ for the American people, action 
must be taken on many fronts by indi- 
viduals, corporations, foundations, and 
local, state, and federal governments. 

The federal government will have to 
continue to increase its expenditures for 
medical research and grants for training 
research workers. It should maintain the 
Hill-Burton program for hospital con- 
struction. It should make grants on a 
matching basis to medical schools for 
the construction of teaching as well as 
research facilities. It should inaugurate 
a fellowship program for medical stu- 
dents similar to those now available for 
other graduate students. It should ex- 
pand the present loan fund so that more 
funds will be available for medical as 
well as other students. It should con- 
tinue to expand its rehabilitation pro- 
gram, especially the effort to train spe- 
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cialists for this field. The Public Health 
Service should continue its valuable ac- 
tivities in co-operation with state and 
local public health agencies, and it 


should increase its research into pre- ` 


ventive medicine, occupational health, 
air and water pollution, and radioac- 
tivity. The federal government should 
establish a sound system of health in- 
surance for the aged, with all other 
health insurance programs being car- 
ried by private agencies.on a voluntary 
basis. 

The states will have to increase’ their 
appropriations for the state medical 
schools and should also make grants on 
a contract basis with the private medical 
schools. The states should expand or 
set up loans and scholarship funds for 
medical students as well, as for other 
students. Funds for matching federal 


grants for capital facilities should be ap-. 


propriated for the modernization and 
expansion of the state medical schools. 
The states should provide some of the 
matching funds for the private schools. 
Close co-operation should be developed 
. between the state health agencies and 
the medical schools within the state. 
And, of special importance, the. states 
must provide more adequate restorative 
care for mental health patients. 

On a local level, the state, the city, 
and the county welfare departments 
should reimburse the hospitals for the 
actual cost of welfare patients, with a 
reasonable allowance for capital cost. 
In a number of localities, the city and 
county health services have consolidated 
to eliminate duplication, to improve 
service, and to lower costs. For the 
next few years, much greater progress 
should be made in this direction. A 
long-range planning agency should be 
set up in each metropolitan area to cover 
‘all health facilities. The various agen- 
cies in a local community should develop 
plans for better utilization of hospitals. 
They should increase the number of 


nursing homes and should organize home 
care programs, especially for chronic 
patients. 

` Corporations have been increasing 
their contributions to the operation of 
medical schools. They should continue 
to increase gifts for this purpose as well 
as for capital facilities. Many of the. 
larger corporations have developed oc- 
cupational health programs to provide 
preventive health services for their em- 
ployees. These services are directed not 
only toward reducing industrial acci- 
dents and occupational diseases, but 
toward maintaining the general health 
of employees. There is great need for 
more widespread adoption of such 
programs. 

The individual should secure adequate 
protection against the cost of illness by 
obtaining insurance for hospitalization, 
surgical and medical care, and major 
illness benefits. He should co-operate in 
the effort to keep cost down by avoiding 
unnecessary use of hospitals. He should 
also include among his current charitable 
contributions gifts to -hospitals and 
medical schools and, if possible, toward 
their endowments. 

Finally, we must look to the medical 
profession—who have been largely re- 
sponsible for the great medical advances 
—to work closely with public and pri- 
vate agencies and to sée that these 
programs are carried out on a sound 
and efficient basis. 

Although these programs will cost 
money, they probably can be carried out 
with little if any increase in the per- 
centage of the national income going 
into health measures—due to the growth 
in population and national income. But 
even if we should find that the added 
expenditures by government and indi- 
viduals result in a higher percentage of 
national income devoted to health care, 


‘what better long-term investment could 


we make than in the improvement of the 
health of the people? 


Organizing Medical Research Programs to Meet 
the Health Needs of Americans 


By BolsFEvILLET JONES 


ABSTRACT: Medical research produces the knowledge upon 
which the preservation of personal and community health is 
based. The remarkable achievements of medical science in 
the prevention. and treatment of disease are a direct result of 
medical research, best illustrated by the twenty-year increase 
in life expectancy at birth in the United States since 1900. 
Research has made possible the control of infectious diseases 
and diseases of birth and early childhood. More people are now 
reaching age sixty, but relatively little progress has been made 
in extending life expectancy for those who do. Current major 
health problems for attack through research include a variety 
of chronic diseases, especially cancer, heart disease, and mental 
illness. Needless suffering and annual costs of $35 billion 
from disease and disability justify the nation’s full develop- 
ment of its medical research potential. This will require uni- 
versities, schools in the health professions, and other research 
institutions to train greater numbers of talented medical 
investigators and provide increased opportunities under favor- 
able conditions for their work. These conditions include 
encouragement of excellence, stable careers, adequate facilities, 
operating support, arrangements for interdisciplinary collabo- 
ration, and freedom of the qualified scientist to follow where 
his research leads. ‘Techniques for this program are known. 
Annual support from all sources, about $890 million in 1961, 
will need to reach perhaps $3 billion by 1970. 





Boisfeuillet Jones is Vice-President and Administrator of Health Services, Emory Uni- 
versity, Atlanta, Georgia. He is on leave from Emory and is currently ‘serving -as Special 
Assistant for Health and Medical Affairs to the Secretary of Health, Education, and 


Welfare, a position to which he was appointed by the President on March 27, 1961. 


was Chairman of the Committee on Consultants on Medical Research of the Senate 
Committee on Appropriations, 1959-1960, and was a member of the National Advisory 
- Health Council, 1956-1960. i 
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VERAGE life expectancy at: birth 

in the United States increased 
- from 49.2 years in 1900 to 69.6 years 
in 1956. This gain of more than 
twenty years was achieved primarily 
through prevention and control of most 
of the communicable diseases in the 
total population. The most striking 
single index of progress was the reduc- 
tion in infant mortality. Medical re- 
search provided the new knowledge 
which made. possible the conquest of 
these diseases. 

During the same period, 1900-1956, 
average life expectancy for those reach- 
ing age 60 increased only 2.7 years and 
for those reaching 70, only 2 years. 
Moreover, since 1956, there has been 
very little change in life expectancy for 
any age group, according to the most 
reliable estimates. It is evident, there- 
fore, that medical science has as its 
principal target for the immediate future 


the main causes of death and disability ` 


in the later years. ` 

Cardiovascular disease and cancer are, 
overwhelmingly, the leading causes of 
death today. These are the items of 
highest priority. Mental illness, arthri- 
_ tis, and a large number of other chronic 
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ills‘ which incapacitate millions of dur 
people are other important areas of con- 
centration. Recently, medical scientists 
have become increasingly concerned 
with the impact on man’s health of the 
modern man-made environment, with its 
chemical pollution of air, water, and 
food and rising levels of ionizing radia- 
tions, and this constitutes another im- 
portant research frontier. _ 

In all these areas, medical research 
must be the vehicle of initial attack and 
the application of its findings the pri- 
mary means of control. Only through 
adequate, effective support of medical 
research can we hope to find the answers 
to the disease problems of our time. 

Disease and: disability are estimated. 
to cost the United States some $35 
billion per year. This economic, waste 
would be a sufficient spur to accelerated 
action even if humanitarian considera- 
tions were laid aside. j 

The great progress made in medical 
research has cleared the way to further 
opportunity. New basic knowledge, 
new techniques and methods, new facili- 
ties, and a corps of scientists and tech- 
nicians newly trained in the rapidly 
expanding health sciences are all essen- 


TABLE i—Torat, FEDERAL, AND NONFEDERAL MEDICAL AND HEALTH- 
RELATED RESEARCH EXPENDITURES, 1940-1961 
(In millions) « 














FEDERAL AS PER- 

TOTAL NATIONAL NONFEDERAL FEDERAL CENTAGE OF TOTAL 

MEDICAL RESEARCH | MEDICAL RESEARCH | MEDICAL RESEARCH | NATIONAL MEDICAL 

RESEARCH 

1940 $ 45 $ 42 $ 3 7 
1947 88 60 28 32. 
1950 148 88 60 41 
1953 203 107 96 47 
1954 225 118 107 48 
1955 240 122 118 49 
1956 285 150 135 47 
1957 397 211 186. 47 
1958 490 264 226 46 
- 1959 587 297 290 49 
1960 (estimated) 715 338 377 53 
1961 (estimated) 890 394 496 56 
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* TABLE 2—NationaL EXPENDITURES FOR MEDICAL RESEARCH BY SOURCE OF FUNDS, 
1958, 1959, 1960, 1961 - 





























(Millions of dollars) 
Source or Funps oss” Asr | 900 | Pe 
Total $490 $587 $715 $890 
Government 239 307 400 526 
Federal 226 290 337 496 
State and Local 13 17 23 30 
Industry i 170 190 215 250 
Private Support 81 90 100 114 
Foundations and health agencies 45 49 55 62 
Other private contributions 7 10 12 15 
Endowment 19 19 19 19 
Institutions’ own funds 10 12 14 - 18 





tial ingredients in a comprehensive at- 
tack on disease. The fullest possible 
development of the nation’s research 
potential is one of the highest challenges 
before the country today. 


Costs AND SOURCES OF SUPPORT 


Support of the total medical research 
effort in the United States has increased 
from $45 million in 1940 to an estimated 
$890 million in 1961. This nineteen- 
fold increase in twenty-one years reflects 
a dynamic interest on the part of the 
American people in the fight against dis- 


ease. Although all sources of support, 
both private and public, have shown in- 
creases, the federal government has in- 
creased its share of the total cost from 
7 per cent in 1940 to about 56 per cent 
in 1961. The government, as a matter 
of national policy, has determined that 
it is in the national interest to develop 
a massive campaign against disease and 
disability through medical research. 
Accompanying tables 1, 2, and 3 
show the growth of support for medical 
research, both as to federal and non- 
federal expenditures, and the sources of 


TABLE 3—FEDERAL EXPENDITURES FOR MEDICAL AND HEALTH RELATED RESEARCH 
For Fiscat Years 1959, 1960, 1961 
(Thousands of dollars) 





AGENCY 





Total 








Atomic Energy Commission 
Department of Defense 
Dept. Health, Education and Welfare 
(Nat’] Institutes of Health) 
Veterans Administration 
Other 
State Department (ICA) 
Dept. of the Interior 
Nat’l Science Foundation 
Federal Aviation Agency 
OCDM 
TVA 








1959 ACTUAL 1960 ESTIMATED | 1961 ESTIMATED 
$290,451 $377,390 $495,701 
16,091 17,802 19,800 
25,281 30,675 30,847 
236,033 _ 312,904 424,972 
(211,705) (284,989) (385,300) 
11,033 13,415 16,665 
2,013 2,594 3,417 
501 731 711 
19 20 21 
1,329 1,448 1,700 
120 391 981 

40 — mR 

4 4 4 
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funds in general categories from both 
federal and nonfederal sources during 
recent years. The information in these 
tables has been secured from the Na- 
tional Institutes of Health, United 
States Public Health Service (February 
1961). Data on federal obligations are 
available at the beginning of the fiscal 
year; firm data on nonfederal expendi- 
- tures cannot be obtained until after the 
end of the fiscal year. Therefore, the 
estimates for 1960 and 1961 may over- 
state the federal share. Coverage is 
limited to conduct and support of med- 
ical and health-related research. Sup- 
port of other activities, such as research 
training or capital outlays for research 
facilities, is not included. 

It is important to note that non- 
federal funds have increased ninefold 
during this same period of rapid growth 
in federal support. This is particularly 
” encouraging in view of the importance 
of maintaining a diversity of financial 
support for the nation’s research enter- 
prise. The job should not be left solely 
to the government, nor, on the other 
hand, should the government fail to pro- 
vide a level of support adequate to as- 
sure development of the country’s full 
potential for medical research. Founda- 
tions, voluntary health agencies, state 
governments, private institutions, indus- 
try, and individuals all contribute ef- 
fectively to the costs of medical research 
and should be strongly encouraged to 
continue to do so. : 

Assuming that the nation’s full med- 
ical research potential is to be developed 
and utilized, it is reasonable to expect 
total annual expenditures of perhaps $3 
billion by 1970, with both federal and 
nonfederal support increasing but with 
the federal share likely increasing more 
rapidly. 


SCIENTIFIC PERSONNEL 


The requirements of the research en- 
terprise call for a greatly increased num- 


ber of competent medical investigators, 
These must be trained in our universities 
and schools in the health professions in 
increasing numbers. 

Reliable studies indicate that the 
number of physicians graduated from 


-our medical schools must be increased 


by 50 per cent in the next ten years just 
to maintain the current ratio.of physi- 
cians to population. The shortage of 


. physicians which is facing the country 


in years ahead is a matter of crucial 
importance demanding immediate at- 
tention. The need for physicians is a 
general problem, however, and not so 
nearly related to medical research as it 
might appear to be. The percentage of 
physicians participating in teaching and 
research has been increasing slowly but 
steadily over the last twenty years, from . 
less than 2 per cent in 1940 to 3 per 
cent in 1959, or one and one-half times. 
However, during that same period, the 
national program in support of medical 
research increased from $45 million in 
1940 to $587 million in 1959, or almost 


. thirteen times. 


The research effort is so vital to the 
practice of medicine that those doctors 
who are engaged in teaching and re- 
search are a net asset in the prevention 
and treatment of disease. Also, many 
doctors who are engaged in research 
participate in one way or another in 
services to patients. This is particu- 
larly true of doctors engaged in clinical 
research. 

The increasing participation by Ph.D. 
graduates in medical research is an im- 
portant factor in available manpower. 
Ph.D. graduates and candidates now 
make up approximately one half of the 
total professional personnel engaged in 
health research, and their number is in- 
creasing. They are performing effective 
biological research and teaching func- 
tions, particularly in basic sciences. 

In order that the research effort may 
be developed fully, additional emphasis 
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must be given to the training of .com- 
petent investigators, both M.D.’s and 
Ph.D.’s. * 


QUALITY or RESEARCH 
In a rapidly expanding program of 


research, the risk of a lowering of quality. 


is always present. There is convincing 
evidence that the quality of medical re- 
search has increased during the recent 
period of rapid expansion, due, in some 
measure, to the results of training 
and the accumulation of experience by 
investigators. 

The review procedures of most agen- 
cies supporting medical research have 
been developed to assure a thorough 
scientific appraisal both of the com- 
petence of the investigator and the 
quality of the research proposal. 

Research has attracted competent 
young people to training programs in 
the early stages of their advanced edu- 
cation, and they have ample opportunity 
to demonstrate competence before 
actually entering investigative careers. 
Geniuses are scarce, but the research 
effort is greatly augmented by the young 
investigators who demonstrate their 
competence in the research training 
programs. 


Stable careers 


A deterrent to qualified young scien- 
tists who may otherwise be interested in 
research careers has been the uncer- 
tainty of support. It is important that 
the efforts to develop assured career 
positions for especially talented and in- 
terested research scientists be continued. 
Stable, careers are essential if research 
is to attract and hold young scientists 
who have the competence and motiva- 
tion for such careers. f 

Budgets of institutions engaged in 
research are generally fixed and not 
adapted to ready expansion for support 
of the increasing research opportunities 
- and obligations. Granting agencies 


which support research through grants 
limited in time and purpose are increas- 
ingly recognizing the need for’ assured 
support for career positions, and ways 
must be found to accomplish this goal 
to a considerably greater degree. 

Concern has been expressed that the 
mounting research support to educa- 
tional institutions would adversely af- 
fect the teaching mission of such institu- 
tions. Teaching and research are deeply 
intertwined, and it is quite clear that 
the support programs for research have 
greatly augmented the teaching re- 
sources of schools in the health profes- 
sions and of universities with strong 
programs in the biological sciences. The 
nation’s teaching resources in the bio- 
logical sciences need to be strengthened, 
but this need should not be a deterrent 
to the continued development of medical 
research. 


Research facilities 


The physical facilities, including space 
and equipment, for support of the. na- 
tion’s program of medical research are 
being taxed to the limit at the present 
time. Additional facilities must be 
provided at an accelerated rate if the 
program is to move forward effectively. 
The federal program of matching grants 
for construction of such facilities has 
been highly stimulatory in development 
of such resources and should be con- 
tinued and expanded. 


Research environments 


Whereas effective investigation may 
be carried on by a single scientist alone 
in a small laboratory, the increasing 
store of scientific knowledge and the 
complex nature of identifiable problems 
often require arrangements for full co- 
operation among scientists in various 
disciplines for effective study of these 
problems. Such environments are found 
in medical centers, in universities, in 
hospitals, and in research institutions. 
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The support of these complexes for pur- 
poses of biological investigation is highly 
important for the sophisticated scientific 
approach required in much of the re- 
search work today. There is no substi- 
tute for the “community of scholars” in 
the stimulation and effectiveness of 
scientific investigation. 
Operating support 

Fundamental to the research effort is 
continuing support of the operating pro- 
grams incident to the research effort. 
Much time of scientists is lost in the 
quest for necessary support. Mechanisms 


for assurance of continuing support over 
long periods of time with a minimum of 


administrative demands on the investi- 


gator are important ingredients in the 
efficiency of the research effort. 


Freedom of inquiry 
Fundamental research basic to an un- 


derstanding of biological processes can: 


follow no rigidly predetermined pattern. 
A scientist must be free to pursue his 
inquiry in whatever direction his leads 
may take him. A competent investi- 
gator in a congenial environment with 
satisfactory facilities and continuing 
support and with freedom of inquiry 
are essentials for scientific investigation. 
These elements must be assured. 


GRANTS 


The various sources of support for 
medical research have various tech- 
‘niques for assuring that programs they 
support have the necessary ingredients 
for satisfactory investigation. Since the 
government is heavily involved in sup- 
port of medical research, and perhaps 
will be increasingly so in the years 
ahead, attention will be paid in succeed- 
ing paragraphs to the support tech- 
` niques and mechanisms evolved effec- 
tively under the program of the Na- 
tional Institutes of Health of the Public 
Health Service, the agency through 


which the federal government provides 
its major support of medical research. 
These techniques are common to many 
of the granting agencies. 


Project grant 


The basic pattern of support of re- 
search is the project grant. This is a 
procedure which should be continued as 
fundamental to the support process. 
The project. grant involves application 
by an investigator through his parent 
organization for support of a particular 
investigation involving a special prob- 
lem which he sets forth in some detail. 
This is reviewed by a panel of special- 
ists in the area of the applicant’s disci- 
pline and then by a council especially 
authorized to review and approve: re- 
search grants. The council membership 
is composed of scientists and informed 
laymen charged with responsibility for 
a particular category of medical re- 
search. Affirmative action by such a 
council, based on advice from the panel 
of experts, generally referred to as a 
study Section, is a prerequisite to ap- 
proval of the grant by the Surgeon 
General. Under this procedure, the in- 
dividual investigator expresses his own 
research interest and justifies support 
on his own initiative. 


Program grant 


As medical research developed in 
complexity and sophistication, it be- 
came apparent that the project grant 
was inadequate for many research pro- 
posals. This led to a program grant 
concept in which a group of scientists 
representing one or more disciplines col- 
laborate in an attack on a research prob- 
lem and seek support as a group. This 
is usually accomplished through the par- 
ent institution, to which the program 
grant is made in support of the group of 
investigators. These program grants are 
usually larger in volume and for longer 
periods of time and assure breadth and 
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length of support necessary for an ef- 
fective co-operative effort toward a sin- 
gle research objective. 


Center grant 


Further advance in research activities 
demonstrated the need for a new mecha- 
nism providing support for a research 
resource too expensive or too complex to 
warrant support through a single proj- 
ect or program grant. This problem 
has led to support of various kinds of 
research centers for special purposes, 
serving research needs of a number of 
investigators in a single institution or 
in a group of institutions. One exam- 
ple of such a center is the clinical re- 
search center, where sections of hos- 
pitals, usually ten to twenty beds, are 
set aside for research investigations in- 
volving humans. Support through the 
center grant provides for the costs of 
scientific supervision of the unit, of spe- 
cial laboratories, and of hospitalization 
costs for the particular unit’s patients. 
The actual costs of particular investiga- 
tions are carried through project or pro- 
gram grants, whereas the center facility 
itself is supported through the center 
grant. Other types of center grant pro- 
grams include primate research facili- 
ties, computer centers, and centers for 
, instrumentation research. 


Institutional grant 


A proposed program of institutional ' 


grants will be useful to institutions hav- 
ing extensive research programs. These 
grants will be made as a total sum to 
the institution, which will then deter- 
mine how best to utilize the grant for 
support of research and research train- 
ing within the institution. These funds 
are expected to provide for general re- 
search resources not otherwise avail- 
able, to support new investigators in 
their initial work, to provide special 
equipment for general research use, to 
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training activities, to provide for pay- 
ment of investigators in needed disci- 
plines not covered otherwise, and for 
similar purposes to achieve balanced 
research goals of the institution. 

It is recognized that the basic pro- 
cedure whereby an investigator makes 
his own research proposal somewhat in- 
dependently poses something of a prob- 
lem to maintain institutional research 
balance. The institutional grant will 
permit the institution itself to make 
judgments as to research activities to 
be supported in the interest of the to- 
tal institutional research effort. 


Collaborative research 


In areas of special research potential 
requiring a collaborative effort among 
investigators in several institutions, the 
National Institutes of Health has de- 
vised a collaborative research mecha- 
nism for support of such activity. This 
involves collaborative research effort by 
one or more investigators in different 
locations directed toward the same spe- 
cific research problem. This device is 
used only rarely. 


International research 


Disease knows no boundaries. Itis 
important, therefore, to recognize and 
support research activities outside the 
United States as an extension of the re- 
search effort of this country. Some dis- 
ease problems, because of unusual cir- 
cumstances, can be studied only in other 
sections of the world. Certainly, it is 
within the interests of the United States 
in seeking answers to disease problems 
to enlist the scientific talent available in 
other countries. 

Increasing support is going to inter- 
national medical research activities, in- 
cluding direct project grants, research 
training of foreign scientists, exchange 
of investigators, and collaboration in re- 
search efforts. These programs have 


provide for support of student research been productive in the advancement of 


` 
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medical knowledge beneficial both to 
this country and the world. 


INTERCHANGE AMONG SCIENCES 


Even as pure and applied science are 
inextricably interwoven, so, too, are the 
physical, the chemical, and the biologi- 
cal sciences. Increasingly, it is the 
physicist or the chemist who opens new 
vistas in the health sciences. Recently, 
and on a limited scale, the field of elec- 
tronics has begun to help unravel some 

-of the problems inherent in translating 

new knowledge into action’ to improve 
the nation’s health. Those working in 
the health sciences need to develop effi- 
cient means for bringing the imagina- 
tion and the skills of other scientific 
disciplines to bear on unsolved prob- 
lems. 

Collaboration of investigators repre- 
senting different categories of science 
may involve the organization of research 
teams. In some instances, it may grow 
out of joint planning of research. Un- 
der any conditions, it will involve the 
efficient interchange of knowledge—the 
sharing of ideas—among individuals 
coming from widely disparate back- 
grounds. 


Communication of new knowledge 


New knowledge is being accumulated 
at a breathtaking rate. Yet, in an era 
when man can send a satellite around 
the moon or bring color television into 
the living room, the health professions 
continue to rely primarily on the meth- 
- ods used by Harvey and Lister and 
Pasteur for evaluating and distributing 
the knowledge gained through clinical 
and laboratory research. 

The transfer of new knowledge from 
the discipline of its origin to use in 
other fields of science is of paramount 
importance. It is equally important to 
put new knowledge promptly in the 


hands of those who will be able to ap- 
ply it in the service of health. Better 
instruments to record, accumulate, store, 
and evaluate great masses of data are 
desperately needed.’ There is a lack of 
machinery to bring these masses of data 
—whether they relate to an individual 
patient’s history or the actions of a drug 
on many patients—into a form in which 
they can be used by health practitioners. 
One of the most pressing needs in the 
health sciences is for the development 
of efficient machinery to sort, evaluate, 
and distribute the most useful ‘pieces of 
information contained in the millions of 
pages of the 8,000 medical journals and 
bulletins that appear each year. 

There has been increasing discussion 
of how electronics might advance medi- 
cal communications. One imaginative 
industrialist has suggested that it would 
be perfectly feasible to establish a medi- 
cal journal of the air, utilizing a closed- 


circuit radio network that would link 
` the 100,000 to 200,000 doctors’ offices 


and hospitals and medical schools of the 
principal metropolitan centers of the 
United States. Now that man-made 
satellites are available to serve as re- 
lays, a medical school of the world, uti- 
lizing closed-circuit color television, has 
become a possibility. And, with elec- 
tronic computers to store accumulated 
medical knowledge, continuously bring 
it up to date, and recall it instantly, en- 


. tirely new methods for aiding physicians 


in their daily practice are on the horizon. 
Is it too fantastic to forecast a na- 
tional medical clearing house that, using 
a blend of electronic computation and 
communication techniques, would serve 
as a central repository for all the latest 
medical information with the major 
medical centers of the country tied into 
sucha clearing house? 
` It is not a question of whether mod- 
ern communications techniques can be 
utilized in the fight on disease; rather, 
it is a national necessity that they be 
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promptly enlisted in the forces for 
health. 


SUMMARY 


In summary, it must be recognized 
that organizing medical research pro- 
grams to meet health needs involves 
many considerations. 
medical research as the means of at- 
tack on disease and disability is impor- 
tant. Attracting and holding talented 
scientific investigators for medical re- 
search is essential. This involves addi- 
tional training programs, maintenance 
of standards of excellence, and assur- 
ance of stable careers. Facilities ade- 
quate to the investigation undertaken 
are required. Administrative .arrange- 
ments to assure a free interchange 
among the scientific disciplines for re- 
search purposes are essential. Operat- 
ing support of an assured and continu- 
ing nature is important. Freedom of 
the investigator to pursue his research 
leads is vital. 

These provisions for the nation’s 
medical investigators must be organized 
through universities, medical schools and 


Recognition of 


other schools in the health professions, 
hospitals, research institutions, and labo- 
ratories of industry. 

Diversity as to the nature and the 
sources of support for medical research 
is important. The strength of the medi- 
cal research effort in the United States 
today may be attributed in large part 
to this diversity, which includes support 
from federal and local governments, 
from foundations and individuals, from 
voluntary health agencies, and from in- 
dustry. Agencies responsible for health 
services must recognize the potential for 
research in medical service programs un- 
der their charge and give special sup- 
port to these opportunities. 

The medical research effort is a com- 
plex operation, but the results are dra- 
matic in terms of human welfare. There 
is great promise of even more dramatic 
accomplishment in the years ahead. The 
available techniques of organizing medi- 
cal research programs which have al- 
ready been successfully tested can be 
further developed and refined to assure 
a continuingly effective and efficient pro- 
gram of scientific investigation in the 
interest of human health. 


Organizing Medical Education to Meet Health Needs 


By Frank BANE 


ABSTRACT: The increasing demand for medical services neces- 
sitates an immediate expansion of medical education. The 
present ratio of 141 physicians per 100,000 persons is the 

_minimum for adequate health protection, and that ratio has 
been maintained only because of a substantial influx of for- 
eign-educated physicians, an influx not to be counted on in 
the future. A 50 per cent increase in the number of medical 
graduates must be produced by 1975 just to keep pace with 
population growth. Such problems as the supply and qual- 
ity of students, the supply of faculty, and the length and com- 
plexity of the curriculum are very serious, because they repre- 
sent obstacles to expansion. Continual re-evaluation of the 
medical school curriculum in terms of content and organiza- 
tion is one effort which should have far-reaching effects. Con- 
stant attention to administrative and organizational relations, 
especially the relations between the medical school and the 
university, will alleviate many problems. Expansion of the 
organizational setting and the administrative apparatus of the 
medical school will solve some problems and create new ones. 
Finally, sufficient funds. for medical education will provide 
the sine qua non for meeting America’s future health needs. 
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N its report of November 1959, the 
Surgeon General’s Consultant Group 
on Medical Education analyzed the na- 
tional need for physicians and recom- 
mended immediate increase in the num- 
ber of medical school graduates. The 
need for physicians results from an an- 
ticipated increase in the already great 
demand for medical services. Unless we 
act now, this demand will increase by 
such an amount that the supply of phy- 
sicians will be inadequate to meet it. 

The reasons for the increasing de- 
mand are several. Along with the ac- 
celerating growth of the total popula- 
tion has come a more than proportional 
increase in the numbers of elderly and 
` very young people, the two groups that 
require the most medical services. The 
increased use of medical services is en- 
couraged by growing urbanization, im- 
proving economic status, greater educa- 
tional attainment, and expanding cover- 
age by health insurance. 

The Consultant Group considered the 
present ratio of 141 physicians per 
100,000 persons as the minimum neces- 
sary for adequate protection for our 
country’s health. This ratio has been 
maintained in recent years only because 
of the substantial numbers of foreign- 
educated physicians entering practice. 
In 1959 these physicians comprised 21 
per cent of the total number licensed 
to enter practice. It has been predicted 
that the number of foreign-educated 
physicians will level off at about 750 a 
year, compared with 1,776 in 1959,.and 
this has just begun to happen at the 
present time. Provided the influx of 
these physicians does level off as pre- 
dicted,.maintenance of the present phy- 
sician-population ratio will require an 
annual graduation of 11,000 students by 
1975, an increase of 3,600 over the num- 
ber presently graduated each year. To 
produce this 50 per cent expansion in 
the number of medical graduates, the 
Consultant Group recommended both 


expansion of existing schools and es- 
tablishment of new ones. 

Expansion of schools already in op- 
eration could provide up to 30 per cent 
of the needed increase in graduates. 
But the greater part of the increase 
must come from new four-year schools. 
Some schools might be two-year schools 


‘of basic medical sciences whose gradu- 


ates could be placed in the third- and 
fourth-year classes of the present schools 
with more than. adequate clinical facili- 
ties. In all, probably at least twenty 
new medical schools will be needed. 

Problems already existing in medical 
education must be examined in the con- 
text of these expansion needs. The sup- 
ply and quality of students, the supply . 
of full-time faculty, and the length and 
complexity of the curriculum are all 
urgent problems, because inadequacies 
in these areas represent obstacles to ex- 
pansion of medical education. 

Although the following discussion con- 
centrates on problems in the education 
of physicians, there are similar problems 
in the education and training of den- 
tists, nurses, and allied medical per- 
sonnel. l 

Planning is required in both the study 
phase and the execution phase of the 
problem-solving process. There must be 
initiative and originality in planning, es- 
pecially when dealing with expansion 
problems. The report of the Consult- 
ant Group emphasized the necessity for 
planning at all levels of medical edu- 
cation: 


While analysis of the national scene sug- 
gests areas which seem desirable locations 
for new schools, many factors enter into 
the decision as to location. These must be 
examined and weighed regionally or lo- 
cally. Thus basic to the orderly develop- 
ment of the new medical education ca- 
pacity of the United States is a broad 
foundation of planning. The importance of 
such planning by the medical schools and 
universities, communities and States, re- 
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gional groups, national organizations, and 
the National Government itself, can hardly 
be over-emphasized. Without it the or- 
derly development of the quality and 
quantity of medical education cannot be 
achieved, 


STUDENTS 


On any list of priorities, problems of 
the supply of qualified students must 
take first place. The contemplated ex- 
pansion in medical education will re- 
quire a substantial increase in the num- 
ber of well-qualified students apply- 
ing for admission to medical schools. 
Whereas in 1950 admissions committees 
found it fairly easy to fill their first- 
year classes with well-qualified students, 
today many of them are having difficul- 
ties. In 1950 the total number of ap- 
plicants reached a high of 3.1 per ac- 
cepted applicant. The number of total 
applicants has now decreased to less 
than 1.8 per accepted applicant. Within 
this ratio, the distribution of applica- 
tions is uneven, so that many schools 
are finding it difficult to fill first-year 
classes with well-qualified students. 

In addition to the decreasing number 
of applicants, there is evidence of a gen- 
eral diminution in the quality of appli- 
cants. The percentage of first-year stu- 
dents failing or withdrawing in academic 
difficulty is almost half again as high 
today, 4.9 per cent, as it was in the 
early 1950’s, 3.4 per cent. 

It is a matter of concern to find that 
many deans are reporting a decline in 
the number and quality of the students 
applying for admission when a great in- 
crease in the number of admissions is 
necessary and when advancing medical 
science requires the best students. Some 
of the obvious reasons for this decline 
are the length of medical education, its 
cost, and strenuous competition for top 
students in other areas. 

After graduating from college, the 
medical student is confronted with the 


prospect of four years of medical school 
and one to six years of internship and 
residency before he can practice medi- 
cine. This length of time may seem to 
the student an impossible sacrifice of 
the present to the far-distant future. 

During all of this time, the potential 
student must expect high expenses and 
little income. Financing a medical edu- 
cation is extremely difficult for the stu- 
dent who can depend on only those re- 
sources that are produced by his own 
talent and labor. Scholarship aid is al- 
most nonexistent to first-year medical 
students and insufficient to students in 
the remaining years of medical school. 
This helps to explain why the 12 per 
cent of the families that have annual 
incomes’ of more than $10,000 provide 
40 per cent of the medical students. 

Many medical students attempt to 
finance their education with the income 
of their working wives. But this source 
of income may be terminated by the ar- 
rival of children or by other domestic 
responsibilities. Even with the wife’s 
income, 40 per cent of the married medi- 
cal students have debts of over $5,000 
and 17 per cent have debts of over 
$10,000 at graduation. 

Such hardships not only may discour- 
age the choice of medicine as a career, 
but they also may have detrimental ef- 
fects on the attitudes of a student who 
does decide to go to medical school. On 
completing his’ education, the student 
may be very reluctant to enter one of 
the comparatively low-paid fields in 
medicine, expecting a better return on 
his investment and sacrifice. 

The good student who has obtained 
some scientific education in college finds 
on graduating many professional fields 
more enticing than- medicine. With 
three to four years of further training, 
he can enter a number of intéresting 
and economically rewarding professions. 
It may be significant that since 1920, 
and especially in the last ten years, the 
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number of Ph.D.’s in the physical and 
biological sciences has increased at a 
far faster rate than the number of 
medical graduates. 


THE SUPPLY oF FACULTY 


Medical education requires a high 
faculty-student ratio. One third of the 
medical schools have seven equivalent 
full-time faculty members for every ten 
students. The Consultant Group con- 
sidered three equivalent full-time faculty 
members for each ten students to be 
the minimum acceptable ratio, with a 
proper balance of full-time and part- 
time teachers. 

Although many existing schools have, 
on the whole, been able to fill their 
faculty positions, others have not, and, 
when seen in relation to the planned 
over-all expansion of medical education, 
the need for full-time faculty for teach- 
ing, research, clinical service, and ad- 
ministration becomes increasingly im- 
portant. 

Many physicians feel that they are 
economically unable to choose academic 
medicine, particularly in the early years 
of their careers. The income differen- 
tial between an academic career and 
other fields in medicine may be too 
. great to attract an adequate supply of 
teachers in the future. 


CURRICULUM 


The accelerating growth of scientific 
knowledge and the rapid development 
of new scientific techniques have pro- 
duced medical miracles. But these de- 
velopments are also crowding the medi- 
cal curriculum. 

With so much material to cover, it 


may seem impossible to shorten the: 


time actually devoted ‘to the study of 
medicine. But some schools have de- 
veloped integrated programs which l- 
low selected students to combine their 
basic medical science courses with their 
premedical college courses and effec- 


tively shorten the over-all period of 
time from the beginning of college to 
the end of medical school. 

Some schools have been oee 


_ for some time with interdisciplinary ap- 


proaches to medical teaching. One ap- 
proach has been to organize the teach- 
ing of basic sciences into units such as 
the nervous system, gastrointestinal sys- 
tem, and so on. All departments co- 
operate in the teaching of these units, 
and the over-all responsibility rests with 
a committee which reports to the dean 
or another administrative officer. Stu-. 
dents are taught in small groups, and 
each one has a single work area in a 
multidiscipline laboratory which he uses 
for all laboratory exercises except gross 
anatomical dissection. 

Medical schools are increasingly con- 
cerned in their teaching programs with 
the patient-as a whole person. There is 
a trend toward greater inclusion of the 
behavioral and social sciences in the 
medical school curriculum, emphasizing 
the influence of the patient’s environ- 
ment on his physical and mental well- 
being. 

Some schools have developed compre- 
hensive care programs which synthesize 
the education and training of the stu- 
dent by assigning him specially selected 
family-care patients for whom he acts, 
in consultation with the staff, as a 
family doctor over a period of time. In 
such a program, the student becomes 
familiar with the patient as an indi- 
vidual and as a family member. 

As medical science grows, the medi- 
cal school curriculum must be reap- 
praised continually. A vital curriculum 
planned and taught by creative edu- 
cators can compensate for many of the 
detractions of medical education in the 
eyes of the student. The applicant re- 
action to the Stanford Plan—five years 
in length, with admission possible at the 
end of the junior year of college—is 
illuminating: 
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In contradistinction to our expectation 
that the length of the plan would dictate 
a preponderance of college juniors among 
the applicant population, 85 per cent of 
the applicants were in their senior year of 
college or already had a baccalaureate de- 
gree, Among those to whom places in the 
class were offered, there were acceptances 
from twice as many senior students as from 
junior students. Letters from many of 
these senior acceptances indicated that the 
educational advantages which they had per- 
ceived in the Stanford Plan had overborne 
in their minds the disadvantages of addi- 
tional expenditure of time and money. 


ORGANIZATION-ADMINISTRATION 


Expanding medical education to meet 
the future need for medical services will 
require both special and continuing ef- 
forts in organization and administration. 
Specific ptoblem areas in organization 
and administration in medical education 
are: the balance between the education, 
research, and service functions of the 
medical school; the relations of the 
medical school with its teaching hos- 
pital; the affiliation of the medical 
school with the university. 

An imbalance between the teaching, 
research, and service programs of the 
medical school can be a cause of ad- 
ministrative strain. Grant-supported re- 
search increased fivefold between 1948 
and 1958, while teaching capacity grew 
about. 15 per cent. Sometimes research 
is emphasized to the relative neglect of 
the teaching program. Expansion of 
teaching programs must not be slowed 
by the demands. of research or other 
demands. i 

The relations between the medical 
school and its teaching hospital present 
many organizational and administrative 
problems. Close association between the 
school and its teaching hospital is vitally 
necessary if the clinical teaching pro- 
gram is to be effectively implemented. 
This association is facilitated when 
medical schools own their teaching hos- 


pitals, but two-thirds of private medi- 
cal schools and one third of the public 
ones do not. While the finances of the 
teaching hospital are usually separate 
from those of the medical school, this 
situation does not vitiate the principle 
that the medical school must be re- 
sponsible for and, therefore, have ad- 
ministrative control of the clinical teach- 
ing program, appointment of clinical 
faculty, and students. 

The relations between the medical 
school and the university are of utmost 
importance in planning for the expan- 
sion of medical education. Although 
the medical school is expensive and may 
present serious problems to its affiliated 
university, medical education is a very 
important part of education as a whole. 

Since the Flexner Report in 1910, 
medical educators have regarded close 
association between the medical school 
and the university as very desirable. Of 
the eighty-one four-year medical schools, 
seventy-one have affiliation with a uni- 
versity, but in actual practice these re- 
lations frequently are somewhat remote. 
A re-emphasis on close university affilia- 
tion is necessary if we are to meet our 
future health needs. Close relations be- 
tween the medical school and the uni- 
versity can help solve problems of stu- 
dents, faculty, and curriculum. 

.The university lends its medical school 
an intellectual atmosphere which attracts 
good students and teachers. Working 
and learning in a community of scholars 
may provide some balance for the neces- 
sary scientific emphasis of medical edu- 
cation and prevent the provincialism 
that is engendered by expertise and spe- 
cialization. This atmosphere encour- 
ages the cross-fertilization of disciplines, 
and it fosters creative approaches to 
teaching. 

The flexibility which is required for 
integrated programs and interdiscipli- 
nary approaches to teaching is more 
likely to be found in a medical school 
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which is part of the university. Acceler- 
ated programs are facilitated when the 
college and the medical school are parts 
of the same university. Programs that 
allow the students more free time to 
pursue independent interests and ones 
that include more of the behavioral and 
social sciences all become more vital in 
the university setting. 

The relations of the medical school 
with the education programs in allied 


medical fields and with the health serv-_ 


ices of the community should be consid- 
ered in planning for the expansion of 
medical education. Close co-ordination 
with these programs and services will en- 
able the medical school to make effective 
contributions to the education and train- 
ing of dentists, nurses, and allied medi- 
cal personnel. Such co-ordination will 
also allow the medical school to make a 
substantial contribution to the quality 
of the community health services. The 
establishment of good working relation- 
ships with the hospitals in the surround- 
ing area will encourage increased par- 
ticipation in teaching and research. 
This co-ordination is best , achieved 
with the development of a medical cen- 
ter as an organized administrative com- 
plex which includes the teaching, re- 
search, and patient-care activities of 
the medical school, the university, asso- 
ciated hospitals, and schools of den- 
tistry, nursing, public health, and other 
health professions. Integrating all of 
these institutions and agencies in a sin- 
gle administrative complex makes pos- 
sible a unified effort in the solution of 
medical problems. Common policies on 
financial priorities, staff appointments 
and compensation, and other problems 
make for more efficient operations for 
each of the component institutions and 
agencies. Although a newly established 
medical school must often begin on a 
small scale, one of its planning goals 
might well be to act as the nucleus for 
the development of a medical center. 


. FINANCES 


Funds are needed in medical educa- 
tion for expenses in three main areas. 
The largest amount is needed for con- 
struction of medical school facilities. 
Next, a substantial amount of financial 
aid must be given to students. Finally, 
funds are needed to help meet operat- 
ing expenses of the schools. 

As indicated above, a substantial in- 
crease in the number of graduates could 
be produced quickly by expanding the 
capacities of existing schools. In many 
cases, this could be accomplished at 
nominal cost. 

The two-year basic science school has 
an important role to play in the expan- 
sion of medical education. It provides . 
a source of students who are qualified 
to fill vacancies in the upper classes of 
four-year schools. The basic science 
school can be established faster than the 
four-year school and with less expense. 
The two-year school also may expand 
to a four-year school. Seven of the ten 
basic science schools in operation in 
1940 are now four-year schools. 

Many four-year schools will be needed. 
Cost estimates for the establishment of 
new medical schools range from less 
than $10 million to more than $30 mil- 
lion, depending in part on the need for 
construction of a teaching hospital. 

The need for financial aid to students 
is imperative if the opportunity for a 
medical education is to be available and 
attractive to all talented young people. 
Aid to students will ease the economic 
situation that precludes the student’s 
choice of medicine as a career. Such 
aid will also ease the financial pressure 
on the medical graduate to avoid the 
relatively low-paid fields or to compen- 
sate for his educational costs by making 
unduly high charges for medical services. 

Medical schools also need operating 
funds. Although many medical schools 
cannot expect to offer their faculty mem- 
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bers salaries that compare with the in- 
comes of some private practitioners; 
they still should be able to offer salaries 
that provide for a core of full-time 
faculty. 

Present sources of funds for medi- 
‘cal education are inadequate. Large 
amounts of money are needed for ex- 
pansion, construction, student aid, and 
operations. Even though medical school 
income from private sources in the form 
of endowment, gifts, and grants has 
tripled since 1941, the cost of medical 
education has far exceeded this support. 
The American Medical Education Foun- 
dation, the National Fund for Medical 
. Education, the Commonwealth Fund, 
and private industries and foundations 
have all made substantial efforts to sup- 
port medical education. But private 
support is not enough. ; 

The contributions of state and local 
governments toward the financing of 
medical education vary widely. Thir- 
teen states, among them several with 
more than one school, give no support. 
Eight states each gave more than $2 
million to medical schools in 1958. But 
the cost of modern medical education is 
so great that many states are unable to 
provide adequate financial support; ma- 
jor federal assistance is needed. 

The federal government does not now 
provide direct assistance to medical edu- 


cation or medical students, although - 


substantial support is given to research 
programs and research facilities of medi- 
cal schools and to hospital construction. 

Responding to recommendations of 
the Surgeon General’s Consultant Group 
and others, proposals have been intro- 
duced in the Congress by Senator Lister 
Hill and Congressman Oren Harris and 
others in bills designed to meet most 
pressing needs for expansion’ and im- 


provement of education of the health 
professions. The bills would make fed- 
eral funds available to aid in the ex- 
pansion of existing medical and dental 
schools, to assist needy students, and to 
aid schools in meeting their operating 
expenses. The bills would also make 
grants to schools to explore ways of im- 
proving the entire process of medical 
education. 

In the proposed ten-year construction 
grant program, the federal government 
would pay up to two-thirds of the cost 
of each project, giving preference to 
projects providing for increased enroll- 
ment and better geographic distribution 
of educational opportunities. The schol- 
arships would be awarded by individual 
schools, out of an allotment varying in 
amount with the numbers of students 
enrolled. Payments toward school op- 
erating costs would be made as an ad- 
junct of the scholarship program to help 
meet the full cost of education for the 
scholarship students. 


CoNCLUSION 


There is no panacea for the problems 
existing in medical education today. 


` However, continual re-evaluation of the 


medical school curriculum in terms of 
content and organization is one effort 
which should have far-reaching effects. 
Constant attention to administrative and 
organizational relations, especially the 
relations between the medical school 
and the university, will alleviate many 
problems. Expansion of the organiza- 
tional setting and the administrative ap- 
paratus of the medical school will solve 
some problems and create new ones. Fi- 
nally, sufficient funds for medical edu- 
cation will provide the sine qua non for 
meeting America’s future health needs. 


Organizing Preventive Health Programs to Meet 
Health Needs 


‘By Kurr W. DEUSCHLE 


Asstract: Despite impressive progress in the field of 
preventive medicine, we are desperately lagging in the applica- 
tion of known preventive measures for many disease problems 
in our society. While the utopia of optimum health for all 
people may never be realized, fuller utilization of existing 
knowledge of preventive medicine should be anticipated. The 
achievement of this, however, requires recognition by indi- 
viduals, families, and communities that this type of medicine 
is an enormous challenge. Unless we are willing to commit 
ourselves to the development and organization of preventive 
medical services, our energies and investigative efforts will be 
consumed in restoring health that was lost because prevention 
was not carried out. 
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IMPLY stated, preventive medicine 
is that body of knowledge which 
concerns the maintenance of a state of 
health and those practices which inter- 
rupt the development and progression of 
disease in individuals, families, or com- 
munities. Health is a relative term 
which essentially describes the state of 
harmony between the individual and his 
physical, emotional, and spiritual en- 
vironment. Recently, Dr. Rene Dubos 
defined health as the ability of an organ- 
ism to adapt:? 
Health and happiness cannot be absolute in 
permanent values however careful the so- 
cial and medical planning. Biological suc- 
cess and all its manifestations is a measure 
of fitness, and fitness requires never ending 
efforts of adaptation to the total environ- 
ment, which is ever changing. 


Thus, preventive medicine, viewed in 
these terms, obviously demands that 
the responsibility for health mainte- 
nance and disease prevention reside not 
so much with an official health depart- 
ment but with individuals and groups 
themselves. 

Although most people give whole- 
hearted support to the concept of pre- 
ventive medicine, enthusiasm wanes 
when the terms of prevention are spelled 
out for a specific disease problem. 
Thus, preventive medicine is often 
limited not’ only by the extent of the 
knowledge, the personnel, and the cost 
of applying it, but also by the inter- 
est and concern which the individual, 
family, and community manifest in exe- 
cuting the preventive measures. 

This paper is presented to give an 
overview of the current needs, costs, 
and sources of support for preventive 
medicine. The adequacy of existing 
financial and administrative arrange- 
ments in dealing with such problems as 
recruitment of personnel, stimulation of 
professional excellence, and the mainte- 


1 Rene Dubos, Mirage of Health (New York: 
Harper, 1959). 


nance and expansion of health facilities 
are discussed. In addition to comments 
on these aspects of preventive medicine, 
some recommondations are made regard- 
ing improvement in the organization of 
preventive medical programs to meet the 
health needs of our society. 


PROGRAMS IN PERSPECTIVE 


There is a recurrent theme with re- 
spect to the introduction of new preven- 
tive medical measures in our society. 
The sequence of events develops es- 
sentially in this manner: Observations 
which establish or indict disease causa- 
tion are, often, received with consider- 
able scientific controversy. As a result, 
the public becomes confused. To pre- 
vent or control the occurrence of the 
disease problem, changes in patterns of 
living may be recommended that lead 
to public resistance. An old and a re- 
cent example will serve to illustrate this 
sequence of events. 

The classical example is the Broad 
Street pump epidemic of cholera which 
occurred in London in 1859. Dr. John 
Snow, a respected London physician, 
investigated the circumstances of this 
epidemic and, by virtue of his acute 
and analytic observations, concluded 
that the water supply from the com- 
munity pump had become polluted with 
human wastes which transmitted the 
disease. Thus, Dr. Snow concluded 
that the disease was probably due to a 
parasitic microorganism which was later 
confirmed as being the true causative 
organism now known as vibrio cholerae. 

The method of investigation used by 
Snow and which today is probably the 
most important investigative approach 
in preventive medicine is known as 
epidemiology. It is interesting to know 
that Dr. Snow’s analysis was not im- 
mediately hailed by the scientists of his 
day as a significant contribution. With 
but a few exceptions, the most conceded 
to Dr. Snow was that polluted water 
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might be a predisposing cause of cholera, 
rather than the essential element in the 
transmission of this disease. Snow was 
able to control the cholera epidemic by 
merely locking the handle on the pump. 
However, many years passed before 
Snow’s theory on the causation of 
cholera epidemics was accepted. 

While we may be tempted to smile 
and feel smug regarding the short- 
sighted views of the contemporaries of 
Dr. Snow, we face similar problems to- 
day. For example, despite overwhelm- 
ing epidemiologic evidence regarding the 
value of fluoridation in preventing den- 
tal caries, water fluoridation programs 
have been adopted by only one quarter 
of the population who could be receiv- 
ing the benefits of better dental health 
in our nation. At the rate fluoridation 
of public water systems is progressing 
in this country, it will take 150 years to 
complete the job. Thus, despite im- 
pressive scientific evidence for the 
value and safety of fluoridation in pub- 
lic water supplies, the application of this 
preventive medical program has met 
with a series of setbacks through an op- 
position which claims: that fluoridation 
is a poison, a Communist plot, an ex- 
perimental program, a form of compul- 
sory mass medication, or an infringe- 
ment of individual liberty and rights. 
The battle for fluoridation of commu- 
nity water supplies is similar to that 
which developed when chlorination of 
public water was proposed at the turn 
of the century and when pasteurization 
of milk supplies, immunizations against 
smallpox, diphtheria, and other infec- 
tious agents were first proposed. ` 

As Dr. Benjamin Paul has so well 
documented, the application of avail- 
able health knowledge is the greatest 
handicap confronting preventive medi- 
cine in our society.? In order to com- 

2 Benjamin D. Paul, Health, Culture and 


Community (New York: Russell Sage Foun- 
dation, 1955). ‘ 


prehend some of- the problems in appli- 
cation, preventive medicine programs 
will be viewed in terms of the health 
needs of the individual, the family, and 
the community. 


SoME PROBLEMS AND SOLUTIONS 


At the individual level, the practice 
of preventive medicine must begin pre- 
natally, for having the “right” parents 
genetically and environmentally is es- 
sential to the ultimate health of each 
individual. Today we also recognize 
that knowledge and tools for the pre- 
vention and control of disease make it 
possible for individuals to maintain 
health at a higher level than that en- 
joyed by any previous generation. For 
infectious and communicable disease, a 
wide variety of vaccinations and immu- 
nization programs are available. Small- 
pox, diphtheria, whooping cough, teta- 
nus, typhoid, influenza, and polio vac- 
cinations have made the childhood years 
particularly less hazardous from the 
health standpoint. Yet, outbreaks of 
diphtheria, for example, are still occur- 
ring today, because many individuals 
have failed to maintain an adequate 
vaccination program. 

In the fall of 1960, a serious out- 
break of diphtheria occurred in Scott 
County, Kentucky. Here, failure to se- 
cure basic diphtheria immunizations was 
the essential cause of the outbreak. 
Similar outbreaks occurred that same 
year in Texas and Pennsylvania where 
apathy and ignorance of preventive 
measures have provided the susceptible 
population in which diphtheria could 
flourish. , 

Despite local, state, and national cam- 
paigns to encourage individuals at all 
age levels to receive polio vaccinations, 
a large segment of the population, espe- 
cially the susceptible age groups, have 
not yet received a complete series of 
polio immunizations. Again, outbreaks 
of polio have occurred in those areas 
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where individuals fail to secure vaccina- 
tion. 

In addition to vaccination, adequate 
drug treatments for various infectious 
diseases may prevent later complications 
or development of chronic disease con- 
ditions such as rheumatic heart disease. 

But, to prescribe an antimicrobial 
drug for such, an infectious disease does 
not insure that the individual will take 
the drug. Several years ago, a study 
was done in which 245 patients with 
acute pharyngitis due to streptococcus 
were treated with penicillin. Close 
questioning at the end of the course of 
treatment revealed that a third were 
taking less than the amount prescribed 
by the physician. 

This type of problem becomes even 
more complicated when one deals with 
a disease which is essentially without 
symptoms. This is illustrated by a 
condition such as tuberculosis where 
early stages of the disease may be com- 
pletely without symptoms and where pa- 
tients, after being hospitalized and con- 
valescing satisfactorily, are sent home 
to continue and complete their drug 
therapy. In one recent study, over 200 
patients were followed in a tuberculosis 
clinic. After twelve months of home 
treatment, only one fourth were taking 
the drug regimen as ordered by the 
physicians. . 

With our growing armamentarium of 
potent drugs used on a self-administered 
basis for diseases such as tuberculosis, 
diabetes, epilepsy, and heart disease, the 
individual is being called upon more and 
more to be responsible for the mainte- 
nance of his health. This individual re- 
sponsibility is a growing challenge to the 
people in the health field who are dele- 
gating more and more treatment and 
prevention to the patient himself. Be- 
cause it is difficult to distinguish what is 
preventive medicine and, at times, what 
is curative medicine, treatment must be 
-~ considered in both categories. Unless 
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we can indoctrinate the patient with suf- 


“ficient knowledge and motivation to 


follow a prescribed regimen, all the 
scientific know-how will be to no avail. 
It can be appreciated that the effective- 
ness of health workers in enlisting the 
co-operation of individual patients in 
receiving preventive techniques is a basic 
challenge for the future. Herein lies one 
of the contributions which behavioral 
sciences are expected to make in eluci- 
dating why patients do or/do not follow 
prescribed treatment regimens. - 

The pattern of disease which is emerg- 
ing in our modern life is in the area of 
chronic and debilitating disease prob- 
lems. Such diseases as cancer, heart 
disease, mental health problems, even 
allergies and accidents, may be prevent- 
able to a large extent. Because the 
development of some chronic diseases 
may possibly begin in childhood and 
adolescence, specific preventive measures 
should begin when the threat of disease 
and symptoms seem a lifetime away. 
The present cigarette smoking and lung 
cancer problem is a case in point. 

Despite enormous evidence relating 
cigarette smoking to lung cancer, 
smoking habits in United States citizens 
have been on the increase. Study after 
study, in every country which has re- 
ported on cigarette smoking habits with 
respect to lung cancer, has shown a 
strong relationship between these two 
factors. Investigators have noted that 
the individual who smokes more than 
one package of cigarettes a day stands 
a ten to sixty times greater risk of de- 
veloping lung cancer than his contempo- 
rary who does not smoke at all! The 
decision as to whether this preventive 
measure is instituted is yet an individual 
matter at this point in time. 

Serious automobile accidents could be 
reduced by careful driving, and, spe- 
cifically, the use of seat belts could de- 
crease the number of serious casualties 
resulting from such accidents. Yet, 


40 THE ANNALS OF THE AMERICAN ACADEMY 


today, the use of seat belts is still not 
widespread. Too often seat belts which 
* have been provided dangle from the seat 
unused. 

These few examples serve to illustrate 
the paradoxical situation of having the 
available scientific information but en- 
countering the apathy or resistance of 
individuals to specific preventive med- 
ical measures. Too frequently the indi- 
vidual will not pay the price for preven- 
tion of acute and chronic disabling 
disease and premature death. However, 
it is not enough to consider the indi- 
vidual alone, for he does not live isolated 
from his family or his community. 

Health examinations of infants several 
weeks after birth could easily detect a 
variety of preventable congenital ab- 
normalities which produce such devas- 
tating diseases as phenylketonuria, a 
hereditary metabolic disorder. This 
condition results in irreversible mental 
retardation unless it is treated early. 
- Already some public health officials 
have done community-wide screening 
for this condition in newborn infants. 
Usually, one new case is found per 
20,000 population. The treatment 
which consists of a carefully controlled 


protein diet must be initiated by the ` 


family, but it must be carried on, at 
least in modified form, by the individual 
for his entire life. 

Periodic examinations—school, work, 
military, premarital, and insurance—all 
can serve to alert the individual to any 
health problems which he may have. 

Such periodic medical examinations 
provide useful information regarding the 
health status of a group.’ For example, 
on initial employment examinations, 52 
per cent of the adults in an executive 
group had one or more defects requiring 
treatment. However, approximately 30 
per cent of these defects were known to 
exist prior to examinations. In subse- 
quent examinations of the same indi- 
viduals, new defects requiring treatment 


were discovered annually in 10 to 20 per 
cent of the group. It is of importance 
to note that the history and physical 
examination alone established over 85 
per cent of the diagnoses in well indi- 
viduals. Yet, it is not enough to find 
defects if corrective measures are not 
taken. It could be a tremendous waste 
of manpower to re-examine populations 
and then not develop appropriate correc- 
tive health care programs. 

Comprehensive vaccination programs 
at regular and prescribed periods would 
be a desirable goal in maintaining a high 
level of immunity to those infectious dis- 
eases for which vaccines have been devel- 
oped. It is idealistic to think that most 
people will become indoctrinated suf- 
ficiently regarding preventive health 
programs to obtain vaccinations on their 
own initiative; moreover, it is unrealistic 
to think that these practices will be 
carried out by the majority of individu- 
als. Hence, a vaccination program tied 
to a specific and obligatory medical 
examination might be more effective. In 
other words, a full course of vaccination 
might be recommended as part of the 
period examinations, provided these are 
scheduled appropriately. 


Tse FAMILY LEVEL 


Preventive medicine at the family 
level is unquestionably a major portion 
of any preventive medicine program. It 
is within the family itself that basic 


‘hygiene and sanitation practices provide 


the healthful environment necessary 
for individual health. The pattern of 
healthful living encompassing diet, exer- 
cise, adequate shelter, clothing, and the 
like is still provided within the family. 
Concepts of health maintenance with re- 
spect to periodic examinations and im- 
munizations get their impetus in the 
family setting. We can recognize family 
epidemics—whether they are upper 
respiratory infections including strep- 
tococcal sore throat,.or tuberculosis, 
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infectious hepatitis, or psychoneurotic 
or even psychotic behavior—incubated 
within the confines of a family environ- 
ment. 

In a recent study, it was noted that 
teen-agers who developed smoking habits 
more often came from homes where 
parents smoked. 

Family health is governed by many 
factors including genetic, social, cultural, 
economic, and educational components. 
What one family in the community may 
view as important in health and-illness 
may be totally ignored or rebuffed by 
another family. 
` An expression from a housewife in a 
New York State community as quoted 
from Dr. Koos’ study of Regionville 
illustrates this variable definition of 
health and illness:? ` 


I wish I really knew what you mean about 


being sick. Sometimes I’ve felt so bad I 
could curl up and die, but had to go on 
because the kids had to be taken care of, 
and besides, we didn’t have the money to 
spend for the doctor—how could I be sick? 
. .. How do you know when you're sick 
anyway? Some people can go to bed most 
anytime with anything, but most of us can’t 
be sick—even when we need to be. 


Health practices are deeply rooted 
within family life and are influenced to 
a-large extent by the community in 
which the family resides. 

Because the next generation is being 
molded in the lap of the present family 
structure, the pattern of disease for to- 
morrow is largely in the hands of the 
families today. Because of the long 
incubation periods of chronic disease, we 
must look to the mothers and fathers of 
the children already born and to be 
born to institute available preventive 
medical measures. 

Preventive medicine in the home is 
centered on elementary practices of 

3 Earl Lomon Koos, The Health of Region- 


ville (New York: Columbia University Press, 
1954). 


daily living. This is illustrated by the 
problem of the infectious and blinding 
eye disease trachoma. The relationship 
of the home environment to the tra- 
choma problem in the early 1900’s in 
Kentucky is still, unfortunately, true 
today among certain lower socioeco- 
nomic groups such as some of the 
American Indian tribes, for example, 
Navajos and Apaches. Trachoma in 
many of the less well-developed coun- 
tries of the world, such as India, is still 
a major health problem. 

Many years ago, Dr. A. Von Sholly, 
representing the New York Board of 
Health, made a field trip into the moun- 
tain hollows of East Kentucky where 
trachoma was rampant. He pointed out 
the family environment in the trachoma 
problem :* 


The situation in this country, at present, is 
ludicrous—we take precautions to keep out 
infected aliens, but cherish—at least do 
very little to discourage—the spread of 
trachoma in our midst, and worst of all 
amongst our oldest “American Stock” at 
that. That trachoma is prevalent in the 
mountains of eastern Kentucky and in its 
most destructive form is a deplorable fact, 
for anyone who goes there, to see. 


While trachoma has now been largely 
eliminated in East Kentucky by an 
intensive campaign to halt the spread 
of the infection, other household in- 
fections persist. These include para- 
sitic infestations, infectious hepatitis, 
and tuberculosis. 

The interrelatedness of the individual 
to the family and the family, in turn, to 
the community is universally acknowl- 
edged. For the moment, the best family 
approach to preventive medicine is 
health education and raising the socio- 
economic level. This may result in 
greater utilization of modern medicine 


4J. A. Stucky, “Trachoma Among the 
Natives of the Mountains of Eastern Ken- 
tucky,” Journal of the American Medical As- 
sociation, Vol. 61 (September 27, 1915). 


42 Tur ANNALS OF THE AMERICAN ACADEMY 


at least at the curative level, which, as 
already mentioned, effects in a very real 
way the prevention and control of future 
disease problems. 


Tue COMMUNITY 


The term “community” is one which 
for our purposes will be confined to the 
designation of a group of individual 
families living together in a defined geo- 
graphic area comprising a village, town, 
-© or city. Thus, communities may. repre- 
sent only a few families in a rural area 
or may include highly populated cities. 
Preventive medicine in community 
terms has to do with aggregate action 
based on health hazards which confront 
the group as a whole. It is generally 
conceded that, in order to obtain health 
promotion and disease contro] on a 
community-wide basis, all the resources 
of official and voluntary health agencies 
should be provided. What is considered 
to be a good health service in one com- 
munity might be considered totally in- 
adequate in another. Community health 
agencies have been concerned with mat- 
ters ranging from garbage and sewage 
disposal to the disposal of radioactive 
wastes; from the problems of tubercu- 
losis and syphilis control to the problem 
of coronary heart disease, obesity, and 
dental decay; from matters of indigent 
patient care to comprehensive prepay- 
ment health programs for an entire 
population group. Basically, however, 
the common denominator of most health 
departments within the community is 
related to providing sanitary environ- 
ment with respect to water, food, and 
air and preventing the transmission of 
highly contagious and serious transmis- 
sible diseases from one citizen, family, 
or community to another. 

It has been predicted that, by 1980, 
75 per cent of the United States popula- 
tion will be residing in urban areas, 
defined here to include communities of 


2,500 or more population. Because of 
population expansion and movement 
and with’ the changing economic and 
social conditions of communities, health 
services, both curative and preventive, 
are required at a steadily increasing rate 
by all citizens. Consider the fact that 
every day some 20,000 families move. 
It has been reported that in one year 
alone a million children—under seven- 
teen years of age—are moved from one 
major geographic region in the United 
States to another. Two million are 
moved across county lines and approxi- 
mately twelve million are moved from 
one house to another. 

With the mobility of masses of popu- 
lation in such terms and dimensions, the 
basic standard of local health services 


‘must be considered which will permit 


the maintenance of adequate health 
practices. Therefore, adequate financial 
support for basic public health services 
is mandatory if modern preventive 
measures are to be extended to each in- 
dividual. Estimates for the cost of 
minimal public health activity have been 
prepared for various cities and counties 
throughout the country. The range has 
been considerable, with a low of ap- 
proximately one dollar per capita to a 
high of four dollars per capita. Current 
estimates of average need vary in the 
range of two to three dollars per person 
for the provision of minimal local health 
services. 

In 1958 there were a total of 1,480 
health organizations providing local 
health services. Analysis on an organi- 
zational basis revealed that 55 per cent 
were county units, 19 per cent city 
health departments, 18 per cent local 
health districts, and approximately 8 per 
cent state health districts. It was esti- 
mated that a total of $199 million was 
reported expended during the fiscal year 
1957 in local health units submitting a 
report. Of this amount, 73 per cent was 
derived from local sources, 21 per cent 
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from state appropriations, and 6 per 
cent from federal funds. 

With the mobility of our population, 
the migrant families are too frequently 
at the mercy of inadequate community 
health programs. While this is occasion- 

- ally the reflection of failure of the com- 
munity to support preventive medical 
programs, it is more apt to be the result 
of financial inability to expand the tax 
support for health,work. Fear of state 
and federal control, however, can also 
be a factor. 

Therefore, a minimum community 
health program must be supported which 
is less dependent on the economic level 
of the local community. Although the 
prosperous community should be en- 
couraged in an effort to support its own 
health needs, in the “have-not” com- 
munities, assistance will be required 
from state and federal funds to insure 
a minimum standard of preventive med- 
ical care. 

The chronic shortage of health per- 
sonnel to man the local health depart- 
ments has been recognized as part of 
the over-all lack of experienced, trained 
health personnel. If public health work- 
ers were distributed evenly throughout 
the population, which they are not, 
one would immediately require 1,700’ 
physicians as health officers, 15,400 
public health nurses, ahd 3,000 sanita- 
tion workers to provide a bare minimum 
of health services for the country. Pros- 
pects for overcoming personnel shortages 
in the health field in the next decade are 
dismal, particularly for work limited to 
preventive medicine and public health. 

Public health work as a professional 
career is held in low esteem by many 
medical students and even by the med- 
ical profession itself. There are many 
reasons for this ranging from essentially 
poorly devised curricular teaching with 
inadequate presentation of the subject 
to the fact that public health careers 
have not always 'been developed in a 
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way which provides professional satis- 
faction. Another factor which is im- 
portant but not crucial is the financial 
remuneration which is not competitive 
with salaries in other medical fields. 
Thus, if the health job of the future is 
to be done, one must begin to think in 
terms of providing the necessary person- 
nel. Since new professional health de- 
partment personnel will not keep up 
with demand, alternate ways of provid- 
ing the preventive medicine programs 
must be developed. 

While preventive medicine programs 
are carried on by many members of the 
health team, leadership remains with the 
physician, whether he is a private prac- 
ticing physician or a health officer. In 
view of the dim prospects for the future 
in obtaining an increased number of 
physicians per unit of population, modi- 
fications in our present administrative 
structure of preventive medicine pro- 
grams must be developed which. would 
increase the effectiveness of the physi- 


‘clan personnel now available. 


There are several ways in which this . 
can be accomplished. The first is to 
provide a vastly improved teaching pro- 


‘gram in preventive medicine throughout 


the medical school curriculum. This 
can be augmented within the basic pro- 
gram, as such specialities as pediatrics, 
internal medicine, and obstetrics already 
focus much of their attention on pre- 
ventive aspects. However, in addition 
to the basic courses, teaching in public 
health, preventive medicine, or com- 
munity medicine can emphasize the 
physician’s role in providing preventive 
medicine within the framework of the 
practice of medicine whether it is on an 


‘individual, family, or group basis. 


Attempts to provide a more dynamic 
experience in this teaching aspect of the 
medical curriculum are being studied 
and initiated in various medical schools 
throughout the country. It may be pos- 
sible through some of these experimental 
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programs to develop an approach to the 
study of public health and preventive 
medicine which will provide more in- 
terest and practical application for the 
student of medicine. 

. The practicing physician also has as 
his goal the prevention of illness as well 
as the cure and rehabilitation of dis- 
ease problems. The anthropologist, Dr. 
Foster, has said:* 


The felt needs of many—probably most—- 
people are first curative, then preventive. 
The former have an urgency that the latter 
do not, and attention to curing seems fre- 
quently to bring greater awareness and 
willingness to take preventive precautions. 


Private physicians have been practicing 
preventive medicine as well as curative 
medicine for many years, and pediatri- 
cians,’ particularly, have emphasized 
preventive aspects, ` 

In the future, the general family 
physician should become ' especially 
knowledgeable in the field of preventive 
medicine, public health, and medical 
` ecology. “Because of the nature of the 
disease pattern of the present and, par- 
ticularly, of the future, where chronic 
illness will be a great part of the disease 
pattern, individuals will be coming to 
their physicians for consultation and 
advice on preventive aspects in health 
matters. In these circumstances, the 
personal physician, more than the health 
officer, can influence the health status 
of the individual on a long-term basis. 

There is a shortage today of both 
hospital and public health nurses, and 
there is little hope that this situation 
will improve. However, a change in the 
public health nursing role within the 
community might contribute substan- 
tially to the practice of preventive medi- 
cine. It might be possible to establish 
the public health nurse as a colleague 


5G. M. Foster, “Problems in Intercultural 
Health Programs (New York: Social Science 
Research Council, April 1958), p. 22. 


and assistant to the physician in his 
practice. Just as the old country doctor 
made many valuable observations by 
visiting the home, the public health 
nurse today, trained in observations of 
the physical, mental, and emotional en- 
vironment of the individual and the 
family, can make valuable contributions 


~to the prevention, diagnosis, and treat- 


ment of health problems. A public 
health nurse can provide the environ- 
mental observation which is so sadly 
neglected today because the effectiveness 
and activities of physicians are so often 
relegated to the office and to the hospital 
itself. Public health nurses have tradi- 
tionally oriented their health programs 
on a family basis. 

The use of a health team composed of 
physicians, public health nurses, and 
subprofessional persons proved to be in- 
valuable in work among the Navajo 
Indians which Cornell University has 
conducted in the past six years.° Just 
as there can be practical nurses in 
the hospital and in the physician’s 
office, a practical nurse for the public 
health field program can also be trained. 
This also is adequately demonstrated on 
the Navajo Reservation where a native 
health worker, known as the “health 
visitor,” was trained and proved to be 
highly valuable to the professional per- 
sonnel.” When one gets into programs 
where immunization, routine drug ad- 
ministration, simple laboratory tests, 
blood pressure observations, and the like 
become a large burden of the general 
health program, one has to delegate 
some of these responsibilities to health 
personnel trained at a more elementary 
level. 

8 W. McDermott, K. Deuschle, J. Adair, H. 
Fulmer, B. Loughlin, “Introducing Modern 
Medicine in a Navajo Community,” Science, 
Vol. 131 (January 1960), pp. 197-205, 280-287. 

T John Adair, “The Indian Health Worker in 
the Cornell-Navaho Project,” Human Organi- 


zation, Vol. 19 (Summer 1960), No. 2, pp. 
59-63. 2 
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Thus, the team that could provide 
compiehensive family care in the future 
includes the general physician, who has 
some basic experience and training in 
public health work and preventive medi- 
cine; a nurse, who also has training in 
public health and preventive medicine; 
and subprofessional assistants for both 
the office and the field. 

The professional health officers work- 
ing in the public health field are now 
being trained in several categories: 
(1) Occupational medicine, (2) Avia- 
tion medicine, (3) Preventive medicine, 
and (4) Public health. These physi- 
cians serve as consultants and program 
administrators for the communities in 
which they are assigned. Because of 
their knowledge of public health ad- 
ministration, epidemiology, and general 
medical ecology, they should have a 
dominant role in the health service of 
the community. These public health 
professionals have the service and help 
of many other disciplines, particularly 
the behavioral sciences. Total health 
team efforts will be required to deter- 
mine community attitudes and to de- 
termine ways and means by which 
public health programs can be initiated 
successfully and maintained adequately. 
We are only beginning to accumulate 


substantial information on those socio- 
cultural determinants of health and dis- 
ease which effect societies here and the 
world over. 

If we were to forecast the problems 
of preventive medicine programs in the 
future, one would have no hesitancy in 
stating that the needs of preventive med- 
ical programs will be constantly expand- 
ing, and the problems of applying them 
will become more difficult because of the 
responsibility which the individual and 
the family of the community must bear 
in order to carry out a satisfactory and 
adequate preventive program. And, 
finally, the growth of the population and 
its mobility will place a burden on the 
local health agency to the extent that 
both the facility and the personnel will 
be taxed to the limit in order to provide 
even minimum health services. 

As Dr. Koos so aptly wrote in con- 
cluding his book on community attitudes 
toward sickness:® 


In the last analysis the health of the 
community is based upon the ideas, ideals, 
attitudes, and behavior patterns of the indi- 
vidual and his family, for these determine 
what he will or will not, can or cannot, 
expect or accept from those who make 
health their professional concern. 


8 Op. cit. 


Organizing Medical Care Programs to Meet 
Health Needs. 


By Avrpis DONABEDIAN and S. J. AXELROD * 


` AsstrRAct: Medical care in the United States is organized 
around a large number of agencies both governmental and non- 
_ governmental, with insufficient co-ordination among them and 
no effective machinery for over-all planning. There are short- 
ages and maldistribution of both personnel and facilities. The 
rise in specialization has resulted in continued decline in the 
number and status of the family physician. Organized group 
practice, which may offer one possible answer to the fragmenta- 
tion and depersonalization of medical care, has increased, but 
not to the extent of making a significant impact on the prevail- 
ing solo, fee-for-service pattern of medical practice. Hospitals 
face especially acute problems in the form of rapidly increasing 
costs and shortages of staff. Facilities for the care of the 
chronically ill and aged are insufficient in number and the care 
they offer is often far from adequate. Some trends that may. 
presage a more rational organization of medical services are 
the concentration of community medical resources in and 
around voluntary hospitals; the differentiation of care within 
hospitals to fit patient needs more closely; the development of 
hospital-based services for ambulatory and homebound pa- 
tients; and increasing consideration to the establishment of 
closer relationships among hospitals, nursing homes, and other 
facilities serving a given region. i 
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N first examination, our system of 

medical care appears to be a rather 
incoherent aggregate of elements taking 
a variety of forms and placed under a 
multiplicity of auspices. Despite this 
apparent lack of design, a pattern is 
discernible in the form of a major 
cleavage between governmental and pri- 
vate sponsorship. The private sector is 
seen to be further differentiated. There 
are, on the one hand, entrepreneurial 
efforts, both large and small, by persons 
and institutions conducting, as it were, 
a commerce in health services. On the 
- other hand, there is a system of non- 
profit institutions, such as the voluntary 
hospital, which trace their origins to the 
charitable impulses of the community. 
These institutions, while nongovern- 
mental, are under community sponsor- 
ship and are expected to respond to 
community need rather than solely to 
market place considerations. There is a 
great deal of overlapping, as would be 
expected, in the activities of the various 
subsystems, and there is constant inter- 
action among them. 

The principal, though informal, sys- 
tem of providing care still revolves 
around the private practice of physicians 
and their referral of patients to other 
health resources. Closely associated are 
the insurance programs which finance an 
increasing portion of the private medical 
bill. Concentrating upon hospital care 
and, to a lesser extent, physicians’ serv- 
ices in the hospital, these programs met 
53 per cent of private expenditures for 
hospitalization in 1959 and 29 per cent 
of the cost of physicians’ care.1 This 
means that patients had to pay directly 
on an out-of-pocket basis an additional 
$2.1 billion for hospitalization, $3.2 
billion for physicians’ services, $3.6 


1 Agnes W. Brewster, “Voluntary Health In- 
surance and Private Medical Care Expendi- 
tures, 1948-59,” Social Security Bulletin, Vol. 
12 (December 1960), pp. 4, 11. 


billion for drugs, and $4.2 billion for 
other health services such as dental care, 
nursing home care, and appliances. In 
fact, health insurance covered only 24 
per cent of private expenditures for 
medical care, which totalled $18.3 billion 
in 1959. Of a total of $24.1 billion 
representing both private and public ex- 
penditures for health and medical care 
services in fiscal 1958-1959, only 17 per 
cent was met by health insurance 
financing. 

Government involvement in the pro- 
vision and financing of medical care is 
considerable and now represents about a 
quarter of our national expenditures 
for health and medical care services. 
Nevertheless, our governmental medical 
care programs appear to be little more 
than a patchwork created to meet urgent 
needs. These programs establish pat- 
terns which are modified only in re- 
sponse to social pressures which can no 
longer be ignored. 

Government has assumed a measure 
of responsibility for selected population 
groups—members of the armed forces 
and their dependents, veterans, mer- 
chant seamen, federal employees, and 
Indians; certain disease categories— 
mental illness, tuberculosis, crippling 
in children, and disabling employment 
handicaps in adults; and for recipients 
of public assistance including the medi- 
cally indigent aged. In some of its 
programs, government provides health 
services directly; in others, it accepts 
financial responsibility for care furnished 
by private and community health re- 
sources; in still others, it combines the 
two approaches. Moreover, federal, 
state, and local governments sponsor 
some programs separately and others 
jointly. Participation in governmental 
programs is carefully hedged by all 
manner of limitations on eligibility. 
The range of services provided varies 
from the fairly broad to the very lim- 
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ited, but, except for the armed forces, 
usually falls far short of being com- 
prehensive. 

But programs, formal or informal, 
governmental or private, are only frame- 
works within which health care is pro- 
vided. Crucial to any program are the 
health personnel and facilities available 
to provide service. 


PERSONNEL 


In 1959 there were 236,089 physicians 
in the United States, 133.4 physicians 
per 100,000 population.? This ratio has 
remained virtually unchanged since 
1940. This remarkable stability in 
manpower has been maintained in the 
face of greatly increased utilization of 
physicians’ services. Thirty years ago, 
the average person saw a physician two 
or three times a year; now the annual 
average is five.” _ 

In the past, there was controversy 
over the shortage of physicians. It was 
argued that the modern physician, 
armed with more effective techniques 
and supported by auxiliaries, was fully 
able to cope with the increased demand 
on his services. It is now all too ap- 
parent that, simply in order to keep pace 
with our population growth, the supply 
of physicians must be greatly increased. 
The American Medical Association’s 
Council on Medical Education and Hos- 
pitals has indicated a need for 10,000 
medical school graduates in 1975, about 
3,500 more than our present output. 
Even though existing medical schools 
are expanded, “it appears likely that at 
least 10 new medical schools with an 
average graduating class of 100 students 


2U. 8. Public Health Service, Health Man- 
power Source Book, Section D: Physicians’ 
Age, Type of Practice, and Location (Washing- 
ton: U. S. Government Printing Office, 1960), 
p. 2. 

3U. S. National Health Survey, Health Sta- 
tistics: Volume of Physician Visits, United 
States, July 1957-June 1959 (Washington: 
U. S. Government Printing Office, 1960), p. 2. 


will be required.”* This expansion, 
even if realized, would only maintain the 
physician-population ratio at the level 
prevailing for the last twenty years. It . 
will not begin to meet the need for addi- 
tional physicians in medical education, 
public health, industrial medicine, and 
psychiatry. For example, in order to 
meet the minimum requirements of the 
American Psychiatric Association, our 
mental hospitals would need twice as 


.many physicians, four-fifths again as 


many nurses, and two-thirds again as 
many social workers as they now have.’ 
The inequalities in physician distribu- 
tion that have existed for several de- 
cades in the United States are still with 
us. There are striking regional and 
rural-urban differences which cannot be 
accounted for by differences in need for 
physicians’ services. A major difference 
between urban and rural areas is the 
relative lack of specialists in the latter. 
Inadequacies of supply and inequalities 
in distribution are also to be seen with 
respect to other health personnel, espe- 
cially dentists and nurses. 
Specialization is increasingly evident 
in medical practice. Twenty years ago, 
24 per cent of physicians in private 
practice were classified as full-time spe- 
cialists; now, the proportion stands at 
49 per cent. However, despite the rela- 
tive decline in numbers and status, the 
general practitioner is still very impor- 
tant in providing medical care. In 1958 
about three-quarters of a national sam- 


‘ple of the adult population asked to 


name their family physician or the 
physician to whom they would go first 


4 American Medical Association, Council on 
Medical Education and Hospitals, “Medical — 
Education in the United States and Canada,” 
Fifty-ninth Annual Report, Journal of the 
American Medical Association, Vol. 171 (No- 
vember 1959), p. 1509. 

5 George D. Albee, “The Manpower Crisis in 
Mental Health,” American Journal of Public 
Health, Vol. 12 (December 1960), pp. 1895- 
1896. : 

€U. 5. Public Health Service, of. cit, p. 2. 
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in cäse of illness named a physician in 
general practice.” But the other side of 
this coin is equally significant. The 
survey revealed that about one adult in 
five would consult a specialist first in 
case of illness. In metropolitan areas, 
as many as one out of three family 
physicians named were, in fact, spe- 
cialists. 

' The high standards of professional 
competence associated with specializa- 
tion are greatly prized. But specialist 
care can become episodic, impersonal, 
too much preoccupied with narrowly 
‘defined medical problems, and too little 
concerned with the patient as a whole. 
Some way is needed for making avail- 
able at one and the same time care 
of the highest professional competence, 
a unifying medical management, and a 


stable, empathic relationship satisfying, 


both to patient and physician. What 
we seek is a synthesis of the modern 
specialist and the traditional, idealized 
family physician. Can it be formed 
within one physician no matter how 
richly endowed? Can it be approxi- 
mated through some organizational de- 
vice? i 

Solo, fee-for-service, private practice 
of medicine remains the predominant 
pattern in the United States. Excluding 
inactive physicians and interns and 
residents, 81 per cent of all physicians 
are engaged in private practice. But 
even this deep-rooted tradition seems to 
be giving way before the increasing or- 
ganizational complexity of modern soci- 
ety. A survey of physicians graduated 
in 1945 showed that ten years later 27 

per cent of them had full-time salaried 
` posts.® It is estimated that at least one 
third of physicians now draw some in- 
come from salary, and it is likely that 

7 Health Information Foundation, “A View 
of Our Family Physicians,” Progress in Health 
Services, Vol. 7 (June 1958), p. 2. 

8 Herman G. Weiskotten, “Trends in Spe- 


cialization,” Journal of the American Medical 
Association, Vol. 160 (April 14, 1956), p. 1305. 


this proportion will increase in future 
years.® 

The individual, entrepreneurial form 

of medical practice, financed by a gradu- 
ated, fee-for-service levy on the indi- 
vidual patient, is an intractable organ- 
ism not readily amenable to social 
planning or professional controls. Curi- 
ously enough, it is this same quality that 
is both highly prized by its champions 
and deplored by its critics. 
- Thirty years ago, the Committee on 
the Costs of Medical Care envisaged 
medical groups financed by some form of 
prepayment as the basic structural unit 
of our medical care system. When 
polled during the last year of World 
War II, over half the physicians about 
to be demobilized indicated that they 
wished or intended to join medical 
groups on their return to civilian life. 
Events have fallen far short of these 
expectations. 

Hunt and Goldstein define a medical 
group as “a formal association of three 
or more physicians providing services in 
more than one medical field or specialty, 
with income from medical practice 
pooled and redistributed to the members 
according to some prearranged plan.’ 
According to this definition, in 1932 
there were some 236 groups with 1,466 
full-time physicians in this country. A 
more recent survey in 1959 identified 
1,154 groups with 10,085 full-time 
physicians.’ This means that cur- 


9 “Forecast for 1966,” Medical Economics, 
Vol. 33 (August 1956), p. 134. 

10 Edwin P. Jordan, “Group Practice,” New 
England Journal of Medicine, Vol, 250 (April 
1, 1954), p. 558. 

11G, Halsey Hunt, Marcus S. Goldstein, 
Medical Group Practice in the United States: 
A Summary of Recent Published Material and 
Supplementary Unpublished Data on Fees and 
Volume of Work (Public Health Service Pub- 
lication No. 77) (Washington: U. S. Govern- 
ment Printing Office, 1951), p. 1. 

125, D. Promrinse and M. S. Goldstein, 
Group Practice, Vol. 9 (November 1960), p. 
850. 


50 
rently about 6 per cent of all physicians 
in private practice are engaged in full- 
time group practice. While group prac- 
tice constitutes a potentially important 


‘type of medical care organization, cur- 


rently it falls very short of fundamen- 
tally altering the predominant solo 
pattern of medical practice in this 
country. 

Much ‘research needs to be done be- 
fore one may speak with confidence 
about the advantages and disadvantages 
of group practice. Meanwhile, advocates 
of group practice assert that this is an 
organizational form ideally suited to the 
solution of many of the problems in 
medical care we face today. By bring- 
ing together physicians of diverse and 
highly developed skills and putting at 
their disposal the facilities modern medi- 
cine requires, group practice makes pos- 
sible the provision of competent and ap- 
propriately co-ordinated medical care at 
prices patients can afford. As an or- 
ganizational form, group practice is 
much more amenable to social planning 
and innovation than is the solo practice 
form of medicine. It permits more effi- 


. cient use of manpower by fully utilizing 


the recently qualified physician and sup- 
plementing his efforts by those of aux- 
iliary personnel. It lends itself much 
more readily to financing a wide range 
of services through prepayment. It en- 
ables the incorporation of safeguards to 
ensure quality of care, and it promotes 
on-the-job education of physicians and 
other professional personnel. And, while 
it introduces an element of organiza- 
tional restraint into the individual phy- 
sician’s practice which not all physicians 
find congenial, group practice does al- 
low physicians to run their own affairs 
and to retain a large degree of collec- 
tive control over their professional in- 
terests. 

Many believe that group practice can 
solve successfully the patient’s dual and 
often concurrent needs for the general- 
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ist and the specialist. One physician 
within the group, in some cases a gen- 
eral physician, in other cases, a special- 
ized internist, is selected by the patient 
as his family doctor. This physician 
serves as the central source of care for 
the patient but is able to call on and 
co-ordinate all the resources of the 
group .as the need arises. The Monte- 
fiore Medical Group has taken one fur- 
ther step in elaborating and testing this 
concept of joint responsibility for per- 
sonal care of the patient.*> On a dem- 
onstration basis, a sample of this group’s 
patients have received supervision and 
care by an internist, a social worker, 
and a public health nurse who jointly 
function as some kind of composite 
family physician. Whether these or- 
ganizational devices will satisfy the need 
for a personal physician that many pa- 
tients seem to feel remains to be seen. 


HosPITALS 


Hospitals occupy a central position in 
the organization of medical care in this 
country. They constitute an immense 
establishment of about 7,000 institu- 
tions containing more than 1.5 million 
beds.1* With total assets of $17 billion 
and yearly operating costs of almost $8 
billion, hospitals are big business by 
any standard. 

In keeping with our general pattern of 
medical care, government and voluntary 
organizations share control and opera- 
tion of hospitals. All levels of govern- 
ment are involved to the extent of own- 
ing one third of all institutions with 
two-thirds of all beds. In fact, govern- 
ment has accepted nearly total’ re- 
sponsibility for hospitals for the care 

13 George A. Silver, “Social Medicine at the 
Montefiore Hospital: A Practical Approach to 
Community Health Problems,” American 
Journal of Public Health, Vol. 48 (June 1958), 
pp. 724-731, ` 

14 Guide Issue. Journal of the American 
Hospital Association, Part II, Vol. 34 (August 
1, 1960), pp. 366-367: 
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of mental illness and tuberculosis. The 
private sector, two-thirds of hospitals 
with one third of beds, is almost en- 
tirely under voluntary, nonprofit aus- 
pices; only 3 per cent of hospital beds 
are operated for profit. It thus comes 
about that social control of hospitals, 
whether through official or nongovern- 
mental agencies, is nearly complete. It 
is true that many community hospitals 
are, in effect, dominated by their medi- 
cal staffs, and here the extent of opera- 
tive social control is minimal. Never- 
theless, the legal basis for such control 
exists and could be more vigorously im- 
plemented. 

Like all other components of our 
medical care establishment, the distri- 
bution of hospitals is far from equitable. 
Wealthy communities are better pro- 
vided than those less endowed; and ur- 
ban areas have many more hospital beds 
than the rural. 

In 1946 the Hospital Survey and Con- 
struction Act (Hill-Burton) was adopted 
in an effort to correct the deficit in hos- 
pital facilities that had occurred during 
the lean years of the Depression and 
World War II. By requiring state-wide 
planning and a regional distribution of 
general hospital beds, it was hoped to 
achieve some reasonable correspondence 
between need and supply. More than 
ten years and $3 billion later much re- 
mains to be done.*® It is true that ac- 
ceptable general hospital beds on a na- 
tionwide basis have increased from 2.8 
per 1,000 population to 3.4 per 1,000 
and that the number. of persons living 
in areas with no acceptable general hos- 
pital beds has been reduced from ten 
million to three. But with respect to 


15 As of June 30, 1957, a total of 3,514 
projects had been approved at an estimated 
cost of $2,874,587,085, the federal share being 
$902,3894,163. Council on Medical Service, 
American Medical Association, The Hill-Burton 
Study: A Review of the Hospital Survey and 
Construction Act Since 1946 (Chicago: The 
Association, 1958), p. 2. 


other kinds of hospital beds and related 
facilities, we seem to be little if any 
better off. Population growth and ob- 
solescence of facilities have virtually 
neutralized the gains achieved through 
new construction. The Public Health 
Service estimates that, in order to main- 
tain our present position and make some 
modest gains during the next ten years, 
we would need to construct 81,500 gen- 
eral hospital beds each year at a cost 
of $1,490 million annually.1* Currently, 
our most urgent needs are for chronic 
hospital beds, of which we now have 
only 14 per cent of estimated require- 
ments, and for nursing home beds, which 
now meet only 26 per cent of our esti- 
mated needs for acceptable accommoda- 
tion? 

In recent years we have witnessed in- 
creasing public and professional accept- 
ance of the hospital as the major focus 
of medical care. During the last thirty 
years, annual admissions to general hos- 
pitals have increased from 59 to 99 per 
1,000 population, but, because hospital 
stay per admission has been consider- 
ably reduced, total days of hospital care 
have increased only from 746 to 851 per 
1,000 persons per year.*® Between 1945 

16 J. C. Haldemann, “Here Are the Goals 
for Health Construction,” Modern Hospital, 
Vol. 93 (Oct. 1959), pp. 70-74. 

17 Percentages are existing “acceptable” beds 
as percentagé of total beds or units allowed 
by state ratios under the Hill-Burton Program 
as of January 1, 1958. Leslie Morgan Abbe, 
Anna Mae Baney, The Nation’s Health Facili- 
ties: Ten Years of Hill-Burton Hospital and 
Medical Facilities Program, 1946-1956 (Public 
Health Service Publication No, 616) (Wash- 
ington: U. S. Government Printing Office, 
1958), p. 180; see also pp. 24, 34, 54. 

18 U.. S. National Health Survey, Health 
Statistics: Hospitalization, Patients Discharged 
from Short-Stay Hospitals, United States, July 
1957-June 1958 (Washington: U. S. Govern- 
ment Printing Office, 1958), p. 7, and Com- 
mittee on the Costs of Medical Care, The 
Incidence of Illness and the Receipt and Costs 
of Medical Care Among Representative Fami- 
ies (Chicago: University of Chicago Press, 
1933), p. 113. 
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and 1958, outpatient department visits 
increased by 128 per cent and emer- 
gency room visits by 120 per cent.*® 


The increasing use which the public ` 


makes of the hospital emergency room, 
to some extent a substituté for a phy- 
sician’s care in his office and the pa- 
tient’s home, has been the subject of 
study and comment both here and 
abroad.?° 

The increasing cost of hospital care is 
causing much concern. Between 1946 
and 1959, cost per patient day in gen- 
eral hospitals ** increased threefold, from 
an average of $10 to $31 per day. De- 
spite shortening of hospital stay in this 
period, cost per hospitalized case was 


more than doubled. The price of hos- . 


pital care is by far the most rapidly 
rising component of the medical care 
price index.?? Between 1939 and 1959, 
there was a 317 per cent increase in the 
price of hospital care, compared to a 
rise of 73 per cent in general practition- 
ers’ fees, 68 per cent in surgeons’ fees 
and 47 per cent in the price of drugs. 


Because of both increased utilization’ 


and increased price, the hospitals’ share 
of the medcial care dollar has increased 
from nineteen cents in 1952-1953 to 
` twenty-three cents in 1957-1958.25 In 


19 Paul A. Skudder, James R. McCarroll, 
Preston A. Wade, “Hospital Emergency Facili- 
ties and Services, A Survey,” Bulletin of the 
American College of Surgeons, Vol. 46 (March— 
April 1961), p. 49. 

20 Ernest C. Shortliffe, T. Stewart Hamilton, 
Edward H. Noroian, “Emergency Room and 
the Changing Patterns of Medical Care,” New 
England Journal of Medicine, Vol. 258 (Jan. 
2, 1958), pp. 20-25, and Lionel Fry, “Casual- 
ties and Casuals,” Lancet (January 16, 1960), 
pp. 163-166. 

21 “Voluntary short-term general and special” 
hospitals, 

22 Arthur Kemp, Walter R. Livingston, 
“Medical Care Costs in an Extended Inflation,” 
Journal of the American Medical Association, 
Vol. 174. (October 29, 1960), p. 1213. 

23 Health Information Foundation, “Our In- 
creased Spending for Health,” Vol. 9 (July 
1960). 


view of these increasing costs, regulation 
of hospital utilization is assuming urgent 
importance. There are fears that pres- 
ent health ‘insurance mechanisms, de- 
signed mainly to cover hospital care and 
geared to the solo, fee-for-service pat- 
tern of practice, tend to encourage hos- . 
pitalization. In all age groups and over 
a wide range of family income, persons 
with health insurance use more hospital 
care than persons without.2* When a 
broad range of services for ambulatory 


` patients is provided under the auspices 


of prepaid group practice, hospitaliza- 
tion seems to fall below the prevailing 
level in comparable population groups 
with equally liberal insurance benefits 
but receiving care through traditional 
forms of practice.?® 

Another major problem faced by hos- 
pitals is adequate staffing. Nursing 
shortages remain acute. The supply of 
resident physicians is so far below our 
requirements that we have attracted a’ 
large number of foreign physicians to 
help man our hospitals. Currently, a 
fifth of all positions for interns and resi- 
dents are held by foreign graduates. In 
spite of this, 15 per cent of available po- 
sitions. remain vacant. The picture is 
much more dismal in certain parts of 
the country and for certain medical spe- 
cialties. For example, in New Mexico, 
about 60 per cent of internships are un- 
filled; in North Dakota, 75 per cent of 
residencies remain vacant. In the entire 
country, graduates of foreign medical 
schools occupy 30 per cent of residencies 
in anesthesiology; 35 per cent in pa- 
thology; 41 per cent in cardiovascular 
disease; 51 per cent in general practice; 


24 Maurice E. Odoroff, Leslie Morgan Abbe, 
“Use of General Hospitals: Variation - with 
Methods of Payment,” Public Health Reports, 
Vol. 74 (April 1959), pp. 321, 323., 

25 Odin W. Anderson, Paul B. Sheatsley, 
Comprehensive Medical Insurance: A Study of 
Costs, Use, and Attitudes Under Two Plans 
(New York: Health Information Foundation, 
1959), p. 36. : 
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and 65 per cent in pulmonary disease.?6 

Ordinarily, one would view with satis- 
faction the contribution our hospitals 
seem to be making to the training of 
foreign physicians. There are, however, 
questions concerning the adequacy of 
the educational experience which some 
hospitals are able to provide the foreign 
graduate. At the same time, there is 
serious doubt about the ability of many 
foreign physicians both to benefit from 
the educational opportunities offered 
and to carry the responsibilities thrust 
upon them for the care of the sick.” 

It is clear that the answer to the 
problem of staffing our hospitals cannot 
be found in traditional ways. We now 
have more internships than we expect 
to have medical school graduates in 
1975 even under an expanded program 
of medical education. If it is true “that 
many more physicians are required by 
the hospitals each year than ate needed 
by the country as a whole,” °? some 
bold departures are necessary to insure 
adequate care for the hospitalized pa- 
tient, as, indeed, for the community as 
a whole. 

One response to these pressures is in- 
creasing concern about the most efficient 


26 “34th Annual Report on Graduate Med- 
ical Education in the United States,” Journal 
of the American Medical Association, Vol. 174 
(October 8, 1960), pp. 579, 580. 

27 The Educational Council of Foreign Med- 
ical Graduates (sponsored by the American 
Medical Association, American Hospital Asso- 
ciation, Association of American Medical Col- 
leges and Federation of State Medical Boards) 
was founded in October 1957 with a view to 
introducing some measure of control over the 
qualifications of foreign physicians seeking 
training in this country. In examinations held 
so far, about half of physicians already placed 
in our hospitals have failed to qualify. Should 
these physicians lose their positions, as the 
Council demands, about 25 per cent of all ap- 
proved internships and residencies would be- 
come vacant. 

28“The Foreign Medical Graduate,’ New 
England Journal of Medicine, Vol. 264 (March 
2, 1961), pp. 461-462. 


methods for providing care within hos- 
pitals. Even the most cursory observa- 
tion will show that not all hospitalized 
patients need the same intensity of nurs- 
ing and medical supervision. It should 
be reasonable, therefore, to classify pa- 
tients according to their needs for care 
and to adapt hospital facilities and serv- 
ices accordingly. This is the principle 
underlying the scheme of progressive pa- 
tient care which has recently attracted 
much attention.*® Where this system of 
graded patient care has been adopted, 
the institution is divided into four units, 
each planned, equipped, and staffed to 
maintain a different level of care. ‘These 
are a special care unit for critically ill 
patients irrespective of age, sex, or diag- 
nosis; an intermediate care unit for the 
less critically ill; a self-care unit for 
patients who are able to care for most 
of their personal needs; and a continua- 
tion care unit for patients suffering 
from chronic illness and disability and 
whose major needs are for rehabilita- 
tion. Whether this arrangement will 
help control the rise in hospital costs, 
as its advocates claim, or insure a 
greater return for the hospital dollar 
remains to be seen. Certainly it has 
implications for improving patient care 
far beyond possible influence on costs. 

Another trend with possible far-reach- 
ing implications for the future is the ex- 
tent to which community health serv- 
ices and facilities may cluster in and 
around the general hospital. We are 
witnessing a move away from special- 
ized hospitals in favor of providing a 
wide range of services within the gen- 
eral hospital. Many general hospitals 
now provide care for patients with short- 
term mental illness, for tuberculosis and 
infectious diseases. The Commission on 
Chronic Illness has recommended that 


29 Howard J. Lockward, Lane Giddings, and 
others, “Progressive Patient Care,” Journal of 
the American Medical Association, Vol. 172 
(January 9, 1960), pp. 132-137. 
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care for long-term patients be provided 
“through extension, organization and co- 
ordination of the facilities and services 
of general hospitals. . . . The independ- 
ent chronic disease hospital is a second 
choice approach to long-term hospital 
care.” 30 os 

For reasons of convenience, many phy- 
sicians locate their offices near the gen- 
eral hospital where so much of their 
work is done. Some hospitals lease office 
space on their premises to physicians on 
their staff with advantages to both hos- 
pital and physician. In a few instances, 
the local health department has been 
housed either in the same building as 
the hospital or in a separate building on 
the same grounds. 

Concurrent with these developments, 
the general hospital is just now begin- 
ning to realize its responsibilities for 
medical care in the community. Some- 
what hesitantly but along several fronts 
it has extended its extramural services. 
The broadening scope and increasing 
use of outpatient and emergency room 
services is one expression of this trend. 
Another is the development of organized 
home care programs supported and su- 
pervised by the hospital. Still another 
is the establishment of relations with 
nursing homes and other institutions for 
the care of long-term illness. 

Organized home care programs rest 
on the premise that in many instances 
hospitalization may be shortened or al- 
together avoided, with the patient’s in- 


terests as well or better served, if medi- 


cal and nursing care, together with the 
necessary supportive services, are made 
available in his home. Because such 
programs are still so few in number, 
their total impact has thus far been very 
small." Nevertheless, potentially they 
` 80Commission on Chronic Illness, Chronic 
Illness in the United States, Vol. Il: Care of 
the Long-Term Patient (Cambridge: Harvard 
University Press, 1956), pp. 186-187. 

31 In 1960 the Public Health Service and the 
American Hospital Association identified over 


offer one eminently reasonable alterna- 
tive to the excessive institutionalization 
of the chronically ill. As such, they may _ 
yet come to occupy an important place . 
in a structure of interrelated services 
that must be built in order to meet the 
increasing burden of chronic illness and 
disability. But, before this happens, 
two major obstacles must be overcome. 
Adequate sources of financing, in ad- 
dition to public assistance funds and 
foundation support, must be secured, 
and some way must be found to bring - 
about the participation in home care 
programs of physicians in private prac- 
tice on behalf of their patients. 

During the last two decades, nursing 
homes have come to occupy a very im- 
portant position among the resources 
available for the care of the chronically 
ill and disabled. As of July 1960, there 
were 307,681 beds in homes offering 
skilled. nursing care, but of these only 
44 per cent were rated as acceptable.*? 
Quite unlike hospitals, the vast ma- 
jority of these homes are privately 
owned and operated for profit. The 
proprietary nursing home is typically a 
small institution with an average size of 
twenty beds and is often a converted old 
home with generally inadequate facili- 
ties and services. Surveys of the nurs- 
ing home population have revealed an 
astounding picture of disease and dis- 
ability. In rather pitiful contrast are 
forty comprehensive care programs and about 
twenty-five others offering limited service. 
David Littauer, I. Jerome Flance, Albert F. 
Wessen, Home Care (Hospital Monograph 
Series No. 9) (Chicago: American Hospital 
Association, 1961), p. 5. 

32U. S. Senate Committee on Labor and 
Public Welfare, The Condition of American 
Nursing Homes (Washington: U. S. Govern- 
ment Printing Office, 1960), p. 8. 

33 See, for example, Jerry Solon, Dean W. 
Roberts, and Others, Nursing Homes, Their Pa- 
tients and Their Care: A Study of Nursing 
Homes and Similar Long-Term Care Facilities 
in 13 States (Public Health Monograph No. 
46) (Washington: U. S. Government Printing 


Office, 1957), pp. .10-21. 
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the meager resources available to the 
‘average nursing home for meeting these 
needs. One survey showed that almost 
60 per cent of the homes presumably 
` providing skilled nursing care had no 
registered nurse on the staff, and 40 per 
cent of the patients had not been seen 
by a physician during the previous 
month.** While many nursing homes do 
the best they can with the limited re- 
sources at their disposal, very few offer 
the range of therapeutic and restorative 
services required for optimal care. It is 
‘in this context that the role of the gen- 
eral hospital should be viewed. Ideally, 
relationships should be such that the 
hospital can provide effective medical 
and nursing. supervision in the nursing 
home. . Given the large number, small 
size, and proprietary ownership status 
of most of our nursing homes, the rela- 
tionships suggested above may not be 
feasible: It may only be possible through 
the development of a system of non- 
profit nursing homes associated with 
our voluntary hospitals. Matching junds 
for the construction of such facilities 
have been available since 1954 through 
the Hill-Burton program. 

The need for establishing meaningful 
relationships between hospitals and nurs- 
ing homes is only one instance of a 
larger problem that we now face, namely 
bringing together in some rational sys- 
tem of organization the large number of 
separate medical care institutions and 
services in the community. The regional 
organization of hospitals is one device 
advocated to help accomplish this ob- 
jective. In its pure form, this concept 
envisages the unified planning of a func- 
tionally differentiated and carefully co- 
ordinated system of hospitals serving an 


entire geographic region demarcated, not ` 


by narrow political boundaries, but ac- 

cording to established patterns of seek- 

ing and providing medical care in a 

manner analogous to trading areas. Un- 
34 Ibid. 


der such a plan, standards’ of medical 
care could be considerably improved 
throughout the region without costly 
duplication or inefficient deployment of 
scarce resources and skills. There would 
be established appropriately located cen- 
tral or base hospitals to which the other 
smaller hospitals in the region would 
turn for help and advice. The central 
hospital would in turn assume consider- 
able responsibility for supporting con- 
tinuing professional education and medi- 
cal and allied services in the hospitals 
associated with it: Although’ such pro- 
posals appear to be eminently reason- 
able, they run counter to many deeply 
rooted traditions in our national life. 
Consequently, examples of regional hos- 
pital organization are very few in this 
country.*® 


CoNCLUSIONS 


It is apparent from the foregoing that 
a major characteristic of the organiza- 
tion of medical care in this country is its 
lack of organization. In spite of the 
multiplicity of governmental and pri- 
vately sponsored programs, important 
areas Of need remain virtually un- 
touched. Everywhere one is confronted 
with shortages, maldistribution, haphaz- 
ard growth, and inefficient use of scarce 
and valuable resources. What is re- 
quired is a broad, flexible, and carefully ` 
co-ordinated system in which appropri- 
ate services are readily available and 
continuously adapted to the’ patients’ 
needs. Ambulatory care in the physi- 
cian’s office or outpatient clinic; out- 
patient diagnostic: services; progressive 
inpatient care; home care fully sup- 
ported by the resources of the hospital 


and community; adequately supervised 


35 For a description of one such program, see 
Leonard S. Rosenfeld and- Henry B. Makover, 
The Rochester Regional Hospital Council 
(Cambridge: The Commonwealth Fund, 
Harvard University Press, 1956). 
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Private and Public Action in Meeting Health Needs 


By Opin W. ANDERSON 


ABSTRACT: The health field is a prime example of parallel 
and interrelated private and public action. Government pres- 
ently has responsibility for public health programs, medical 
care for recipients of public assistance, programs for veterans 
with service-connected disabilities, and for patients with dis-. 
eases such as tuberculosis and mental conditions. Responsi- 

. bility is shared between various levels of government and pri- 
vate efforts for costs of constructing new facilities and for _ 
training new health personnel. Government provides funds 
for more than half of all medical research. For direct per- 
sonal health services, however, the private sector has been and 
is the overwhelming source of funds. The current major chal- 
lenge to the private sector in providing for direct personal 
health service is the debated proposal to provide medical care 
for the aged through the Old Age, Survivors and Disability In- 
surance Act. Such enactment would establish a precedent, 
because an entire age group would be included regardless of 
income, relative need for medical care, incidence of specific dis- 
ease entities, or special obligations. And it could open the way 
for universal government health insurance. In the last analy- 
sis, it would not be practical for government to provide the 
range of choice in health services currently available. Pre- 
sumably, a plan of basic, minimum health care guaranteed to 
all would be devised with individuals purchasing added services 
directly or through private systems of health insurance with 
the likelihood of two grades of care. —Ed. 
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HE purpose of this article is to de- 
scribe the evolution of private and 


public responsibility for health services . 


in this country and their interrelation- 


ships. The issue is one of how private 


and public funds and agencies share in 
the support of health services, facilities, 
personnel, and research. At the heart 
of the matter is the question: What will 
be the future sources of funds to pay 
for personal health services for the gen- 
eral population? + 

At the moment, the issue is receiving 
much attention because of the continu- 
ally increasing investment in health 
services by the public through private 
and government agencies. In the 1930’s, 
on the other hand, discussion was stimu- 
lated by a decrease in funds from a 
previous high of $3 billion in 1929 to 
less than $2 billion in 1933. Currently, 
total expenditures for personal health 
services have reached an all-time high 
of $24 billion and promise to go higher. 
Of this total, 20 per cent is. provided by 
all levels of government and 80 per cent 
by private sources. The private sector, 
therefore, is the overwhelming source of 
funds for personal health services. 

Before describing current patterns of 
private and public action in the health 
field, it is necessary to provide a short 


1JIn this discussion, I am ‘confronted with 
the tyranny of words used daily in the medi- 
cal care field. Terms such as voluntary health 
insurance or simply insurance have varied con- 
notations, depending on context or the readet’s 
background. Some, for example, say that 
voluntary health insurance is not really volun- 
tary when enrollment is made a condition of 
employment. Others say that health insur- 
ance is not health insurance at all, but sick- 
ness insurance. Many in private insurance 
companies fee] that the government has -cor- 
rupted the word insurance when, as in the 
Old Age and Survivors Insurance Act, there is 
no necessary relationship between premiums 
(payroll deductions) paid in and benefits re- 
ceived. Thus, the controversy over the proper 
use of words and standardized terminology is 
real. I hope to use terms involved in such 
controversy sparingly. 


history of private and public responsi- 
bility as it evolved in England and car- 
ried over to the United States. This his- 
tory reveals a constant concern with the 
proper balance between the state and 
the individual and between action by 
the state and action through private 
resources. Either approach, however, 
stems from the same ethical concern by 
the community. for the individual and 
the family. 

The separation of government or state 
from private society is relatively new in 
political theory and is a product of the 
Eighteenth Century Enlightenment. In 
the Middle Ages, there: was no separa- 
tion between the sacred and the secular, 
between church and. state. An organic 
unity of mutual responsibility was set 
by law and custom. Later, as develop- 
ing technology shattered the agricul- 
tural base of this period and the fabric 
of rights, duties, and privileges in the 
class system from lord to serf, there 
emerged a clear separation of the family 
from the method of producing and dis- 


tributing goods and services. The emer- 


gence of the individual had begun and 
with it came such concepts as the self- 
regulating market, freedom of choice in 
trades and occupations, and the right to 
move from place to place. 

The market concept provided the ideo- 
logical underpinning for the Industrial 
Revolution.? It was believed that those 
who failed did so largely because of in- 
epitude and improvidence; those who 
succeeded were endowed with strength 
of character and wits. This theory con- 
tinues today, but it has been comple- 
mented by another theory I will describe 
shortly. In the meantime, however, both 
private and public agencies assisted 
those individuals and families who could 
not cope with the system. Further, pri- 
vate agencies, like insurance companies, 
emerged to spread risks from fire, death, 


2Karl Polanyi, The Great Transformation 


(New York: Rinehart, 1944). 
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and accidents among those willing and 
able to pay for ‘such insurance. 

It has become increasingly difficult to 
debate issues of private and public. ac- 
tion in terms of clear alternatives, be- 
cause the actual choices are not simple; 
no problem today can be solved with- 
out tedious and patient attention to 
technical details. Consequently, in our 
society, there is a continuum of work- 
ing choices available in a wide range 
from government ownership to private 
enterprise. At one extreme is the enter- 
prise operated as a government depart- 
ment, such as the post office; midway 
on the scale are such semiautonomous 
agencies as the Tennessee Valley Au- 
thority and the Port Authority of New 
York; or, next, regulated public utilities 
such as electricity and gas companies; 
then there are corporations subject to 
corporate regulation and antitrust laws; 
and at the other extreme are small pro- 
prietorships subject largely to common 
law. The private and the public sec- 
tors are inextricably intertwined, often 
confusingly, but the admixture shows a 
profound belief in freedom of action 
within law for the general welfare. This 
belief expresses a hope that there can 
be enough convergence of political and 
economic power for action to take place 
and yet sufficient diffusion to prevent 
arbitrary administration. The health 
field is a good example of this concept, 
as I hope to show. 


Concepts oF SOCIAL WELFARE 


Stemming directly from English so- 
cial welfare policy as set down in the 
Elizabethan Poor Laws of 1601 and in 
this country from the Social Security 
Act of 1935, there are two current con- 
cepts of social welfare existing side by 
side. These concepts of welfare repre- 
sent somewhat opposing philosophies re- 


3 Robert A. Dahl and Charles E. Lindblom, 
Politics, Economics, and Welfare (New York: 
Harper, 1953). 


garding the relation of the individual 
and the family to the economic system 
and the methods employed to protect 
the individual and family from the 
“slings and arrows of outrageous for- 
tune.” The first of these social welfare 
concepts, now known as public assist- 
ance, prevailed for more than two cen- 
turies before the Great Depression of 
the 1930’s. At that time, it was known 
as public relief or poor relief. Even 
then, however, it was not an exclusive 
concept, because private insurance en- 
abled many families to protect them- 
selves against loss by fire, death, and 
other contingencies. In any case, fami- 
lies were expected to prepare for con- 
tingencies on their own, by one means 
or another, to provide for the proverbial 
rainy day. If these provisions proved 
inadequate, assistance agencies—public 
or. private—were called on for help. 
Economic misfortunes were regarded as 
temporary and fortuitous; therefore, un- 
der this concept, welfare agencies are 
established to handle emergencies as 
they arise and on their own merits.* 
When the family and market economy 
are again functioning normally, that is, 
meeting needs adequately, the agencies 
withdraw. The primary characteristic 
of this concept is the means test to as- 
sure that only those who are defined as 
being in need receive help. 

With the passage of the Social Se- 
curity Act in 1935, a concept that had 
already emerged in the private sector 
was given governmental sanction, mak- 
ing social welfare services officially an 
integral part of our society without the 
use of a means test, that is, regardless 
of a family’s income. The traumatic 
effect of the Depression created a po- 
litical climate which permitted this 


4The framework developed here has been 
drawn to a great extent from Harold L. 
Wilensky and Charles N. Lebeaux, Industrial 
Society and Social Welfare (New York: Rus- 
sell Sage Foundation, 1958), pp. 138-147. i 
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change in social welfare concept. The 


doctrines of individualism, private prop- 


erty, free market, and of minimum gov- 
ernment defined welfare as assistance 
for those in need. Later, however, it 
was assumed that, by law and through 
a payroll tax, government should pro- 
vide certain basic benefits for the en- 
tire population irrespective of need. Pri- 
vate agencies, including business, and 
government have considerably broad- 
ened their range of responsibilities by 
group action. 
including insurance in the private sec- 
tor and the Social Security Act in the 
public sector. The inability of the in- 
dividual and family to provide fully for 
themselves without group action is re- 
garded as a self-evident and normal con- 
dition.® 

The two doctrines of public assistance 
and insurance described here appear .to 
be contradictory, but social welfare in 
this country draws on both. The Social 
Security Act with its public assistance 
and social insurance divisions reflects 
this apparent contradiction. Conse- 
quently, contemporary definitions of 
welfare are vague, because judgments 
regarding the responsibilities of govern- 
ment, business, and the individual are 
now in flux. The doctrine of public as- 
sistance I described is not mere history; 
it is with us yet because of inability of 

5I do not wish to enter into the debate 
about whether or not parts of the Social Se- 
curity Act are “insurance.” Suffice it to say 
that Old Age and Sufvivors Insurance is not 
insurance in the private insurance company 
sense. Government-sponsored benefits are usu- 
ally called social insurance. Social insurance 
entails compulsory payroll deduction, and the 
benefits paid out to beneficiaries are not re- 
lated to the amount paid in by them or on 
their behalf, as is true of private insurance. 
The primary characteristic of social insurance 
is that the beneficiary receives benefits regard- 
less of income status. I will continue to use 
the term social insurance because it is a part 
of our welfare vocabulary, although I do not 
_ intend thereby to invest it with the charac- 
teristics of private insurance. 


This takes many forms 


the doctrine of insurance to supersede it. 
Public assistance is the underpinning for 
those who become destitute. Current 
trends, therefore, represent a middle 
course. The result is a modified sys- 
tem of welfare attempting to cope both 
with destitution and with spreading the 
impact of certain hazards over the popu- 
lation as a whole. 


Tuer HEALTH Fero Topay 


.The health field is a prime example 
of parallel and interrelated private and 
public action. Here the sharing of re- 
sponsibility has taken place to a large 
extent outside the framework of the 
two doctrines I have described. More 
and more, however, public policy discus- 
sions concerning personal health serv- 
ices are drawn inexorably toward the 
subject of the relative role of private 
and public action. 


Programs 


It is widely accepted that elements in 
the environment which affect the health 
of the public need to be contained by 
public agencies at all levels of govern- 
ment. A sanitary environment then, 
depends on concerted and public action 
to control sewage disposal, pure water 
supply, sanitary food-handling and simi- 
lar activities. Further, the control of 
communicable diseases, such as small- 
pox, diphtheria, and tuberculosis, also 
depends on public action. These’ threats 
to the health of the public potentially af- 
fect all members of a community. Non- 
communicable diseases, notably mental 
diseases, also are considered a public re- 
sponsibility because the afflicted indi- 
vidual is considered to be a danger to 
the community; moreover, his care is 
usually too costly to be paid for by the 
average family. 

Paralleling the activities of public 
health departments are the voluntary 


health agencies which have emerged to 
provide certain services, such as nurs- 
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ing, or to attack disease entities as they 
have become prevalent and known, such 
_as tuberculosis many years ago and, 
more currently, cerebral palsy. These 
agencies are largely concerned with edu- 
cating community policy makers and 
the public and with providing funds for 
research in their specific disease areas. 
They are not deeply involved in direct 
treatment because of the large amounts 
of money that would be necessary, but 
they try to promote research and to 
alert the public. 
` Direct treatment programs also have 
had a wide range of sponsorship and 
have varied in terms of population 
groups and diseases. The provision of 
health services for public assistance re- 
cipients has had a long history, dating 
back to colonial days. Before the Great 
Depression, responsibility was’ assumed 
mainly by townships and county and 
municipal governments. Later, state 
governments became involved, and now 
the federal government makes matching 
grants to states for certain public as- 
sistance medical programs. These pro- 
grams fit neatly into the public assist- 
ance approach, ` 

Public responsibility has also been as- 
sumed for special groups in our society 
that are not necessarily indigent: Ex- 
ceptons in traditional policy were made 
for these groups because of national 
gratitude, the desire to assure a healthy 
adult population by preventive services 
associated with childbirth, and because 
of a desire to maintain a strong defense 
establishment. The Veteran’s Adminis- 
tration is one example and another is 
the program for seamen operated by 
the United States Public Health Serv- 
ice. Maternal and child health programs 
and the hospital medical program for 
wives and dependents of servicemen 
known as Medicare are familiar. These 
exceptions to the usual divisions be- 


tween: private and public programs for ` 


direct services are generally accepted as 


proper public responsibilities, but there 
is some fear that they are the opening 
wedge to government action for other 
self-sustaining elements of the popula- 
tion. , 

For direct services, however, our 
health establishment is primarily sup- 
ported by the private sector of the 
economy—by voluntary health insur- 
ance agencies and by families who make 
direct payments for care. Approximately 
20 per cent of current expenditures for 
direct personal health services comes 
from government, another 20 per cent 
is channeled through voluntary health 
insurance, and 60 per cent derives from 
the general public directly. ` Because 
these private resources are the primary 
source of funds in the health field, they 
are the focal point of developments in 
American medical care today. Volun- 
tary health insurance, with important 
exceptions, is mainly concerned with the 


‘general hospital bill in the medical 


economy and physicians’ services in the 
hospital. Home and office calls, dental 
services, drugs and medicines, appli- 
ances, nursing home care, private duty 
nursing, and so on are paid for directly 
by the general public. The trend is.to 
broaden the range of benefits covered 
by voluntary health insurance, particu- 
larly to protect families and individuals 
from high cost illnesses requiring expen- 
sive services in or out of hospitals. 


Facilities and personnel 


There is a great deal of sharing of re- 
sponsibility between private and public 
sectors for construction of facilities and 
training of personnel. 

The ownership of hospital assets and 
the source of capital funds for construc- 
tion show some of the divisions between 
the private and public sectors in our 
medical economy. Tuberculosis and 
mental hospitals are almost entirely 
owned by various levels of government. 
However, total hospital assets in dollar 
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volume are almost equally divided be- 
tween private and government sectors. 

. Within the private sector, assets belong 
largely to nonprofit organizations with 
community and sectarian sponsorship. 
While proprietary ownership of hospitals 
has declined since 1928, it is increasing 
in some parts of the country. : 

The sources of capital funds for hos- 
pital construction also show the dual ar- 
rangement between private and public 
action in the hospital field. The Hill- 
Burton Hospital Survey and Construc- 
tion Act of 1946 established a program 
financed by the federal government to 
stimulate the construction of a network 
of hospital and medical facilities. Com- 
‘prehensive planning by each participat- 
ing state government was a requirement. 
Specific projects were initiated and 
partly financed by local areas in ac- 
cordance with the state plan. Since its 
inception, this unique grant-in-aid pro- 
gram has helped to finance one quarter 
of the expenditures for nonfederal con- 
struction of health facilities, mainly gen- 
eral hospitals. Normally, private capi- 
tal for such facilities is raised through 
periodic fund drives. However, many 
nonprofit facilities have been assisted 
under Hill-Burton, including projects 
for the construction of nonprofit nurs- 
ing homes. The health services estab- 
lishment is one of the large segments of 
the economy in which there is no gen- 
erally accepted predictable source of 
capital funds. Government can tax or 
issue bonds. ‘Private industry can sell 
stocks. Most health. services can only 
appeal to public generosity or divert a 
small portion of operating income. 

The overwhelming majority of physi- 
cians and dentists in the United States 
are engaged. in private practice in their 
offices. They normally own their equip- 
ment and either own or rent office space 
as independent entrepreneurs. Likewise, 
optometrists usually own their equip- 
ment and rent office space, and pharma- 


cists, except those employed by hos- 
pitals, most often work in privately 


_ owned pharmacies. This means that the 


key providers of services are financed 
privately. e 

The training facilities for health per- 
sonnel again illustrate a combination of 
public and -private effort. Public and 
private medical schools graduate ap- 
proximately equal numbers of physicians 
annually. Among dentists, however, an 
appreciable majority are graduates of 
private dental schools. Nursing educa- 
tion takes place in a variety of settings 
—sectarian and nonprofit hospitals, uni- 
versity hospitals, in many instances sup- 
plemented by courses in public and pri- 
vate universities. Likewise, pharmacists, 
optometrists, and a host of other types 
of health personnel are trained in insti- 
tutions supported both by private and 
public funds. 

_ Personnel .for official health agencies 
—health officers, sanitary engineers, 
sanitarians, public health nurses, health 
educators, nutritionists, and statisticians 
—are trained in graduate schools of 
public health in both private and public 
universities. Since World War II, how- 
ever, this group has received a great 
deal of financial assistance from grants 
provided by the United States Public 
Health Service. 

A large proportion of the costs of 
training the range of personnel just de- 
scribed are paid by the students them- 
selves and sometimes in whole or in part 
by their families. Thus, it is obvious 
that our diversified approach reflects 
itself in sources of funds for training 
personnel, as it does in capital expendi- 
tures and payment for direct services. 


Research 


Trends in sources of funds and 
amounts spent for medical research in 
this country have indeed been startling. 


` In the twenty-year period from 1940 to 


1960, federal support for medical re- 
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search increased from $3 million to $380 
million, and its percentage of the total 
rose from 7 per cent to 53 per cent. 


Currently, private industry—largely the - 


pharmaceutical industry—supports 30 
per cent of the total, philanthropy 11 
per cent, endowments 3 per cent, and 
state governments 3 per cent. 

In summary, government continues to 
have responsibility for public health pro- 
grams, medical care for recipients of 
public assistance, programs for veterans 
with service-connected disabilities, and 
for patients with diseases such as tu- 
berculosis and mental conditions. There 
is a considerable degree of sharing of 
responsibility between various levels of 
government and private efforts in costs 
of construction of facilities, autonomy 
over the projects remaining local. 
There is also a considerable degree of 
sharing in the costs of training health 
personnel. Government is the source of 

. funds for over one half of the money 
for medical research. For direct health 
services, however, the private sector is 
still the overwhelming source of funds. 


Issues Topay 


The important fact today is that the 
private sector of the medical economy 
continues to shape the health services 
establishment in this country. Over 70 
per cent of the population has some 
type of voluntary health insurance. In- 
surance and direct payments by families 
combined are the sources for about 80 
per cent of the expenditures for all types 
of personal health services. The con- 
sensus seems to be that this personal 
health service establishment. can be 
financed wholly by the private sector 
of our society with the important ex- 
ceptions noted earlier. 

Particularly important is the con- 
sensus that the government should assist 
in the building of facilities, training of 
personnel, and providing funds for med- 


ical research. To date, all-such assist- 
ance by government has left the current 
structure of personal health services es- 
sentially intact. Public medical care for 
recipients of welfare is accepted in prin- 
ciple, but differences of opinion continue 
in relation to scope of services, method 
of organization, and the degree to which 
various levels of government should 
share in the costs. 

The first major challenge to the 
private sector since the 1940’s is the 
currently debated proposal to provide 
medical care for the aged by means of 
the Old Age, Survivors and Disability 
Insurance Act. The enactment of this 
legislation would establish a precedent, 
because an entire age group would be 
included regardless of income, relative 
need for medical care, incidence of 
specific disease entities, or special obli- 
gations. Because of their low incomes, 
higher expenditures for personal health 
services, and low enrollment in health 
insurance compared with the rest of the 
population, the aged are regarded by 
many as a special group which volun- 
tary health insurance cannot adequately 
cover but which should be covered under 
the Old Age, Survivors and Disability 
Insurance Act, a social insurance mecha- 
nism, rather than by direct taxation- 
financed public medical care programs. 

How to provide medical care for the 
aged is, therefore, the most widely de- 
bated policy issue in the health field 
today. Other important policy issues 
are being debated, but they do not es- 
tablish precedents. A continuous issue, 
for example, is that of government re- 
sponsibility for veterans with disabilities 
not connected with military service. 
Many feel that this ‘responsibility is 
unrelated to public programing and is 
a matter for private resources to solve. 
Another issue is federal aid to medical 
schools and scholarships for medical 
students, even though such aid has been 
given to schools of public health and for 
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scholarships-for science students. Issues 
such as these may change the interpre- 
tation of existing public policies, but 


they do not establish a precedent as: 


- would the proposed medical care pro- 
gram for the aged. ; 

Several long-standing issues being 
debated within the private sector of the 
medical care field are as important as 
the issues regarding public and private 
responsibility. These are inherent in 
the administration of personal health 
services and would prevail under public 
or private systems of finance. They 
arise: from practical considerations in 
administration and are present regard- 
less of source of funds, a fact frequently 
overlooked in debates on voluntary 
health insurance versus government 
health insurance. 

What are these issues within the 
private sector? I will list and explain 
them, showing the degree to which they 
are inherent under public or private 
financing. 


Enrollment of the population 


-Today, voluntary health insurance 
covers over 70 per cent of the popula- 
tion, with benefits varying in degree and 
‘type. If those in military service, their 
dependents, and the 4 per cent of the 
population on welfare are not counted 
because of their special status, it is 
reasonable to assume that over 80 per 
cent of the population is covered. In- 
deed, some states show an enrollment 
of 85 to 90 per cent. Various estimates 
have been made of the number of people 
“who don’t need or want” health insur- 
ance. If these were not counted, that 
is, considered as permanent “hold outs,” 
the proportion of the population with 
some coverage begins to approach 85 to 
90 per cent. Obviously, government 
could achieve almost 100 per cent 
coverage for the population quickly by 
legislation. Those impatient about en- 
roliment, no matter how persistent its 


.the hospital. 


t 


growth, emphasize this aspect of govern- 
ment programing. But, even if it could 
be demonstrated that within ten years 
all people not already a public responsi- 
bility could be “covered by voluntary 
means, those impatient about enrollment 
might not wish to wait. There are also 
those who believe that near-universal 
coverage by voluntary means is not pos- 
sible even under the best of circum- 
stances. During the past fifteen years, 
however, voluntary health insurance has 
grown rapidly in a favorable climate. 
Serious doubts are now being raised con- 
cerning its ability to cover the aged. 
But there are fewer doubts about its 
ability to hold those already covered, to 
improve benefits, and to increase enroll- 
ment in the remaining employed and 
self-employed segments of the popu- 
lation. 


Range of services and costs covered 


There is a consensus: that voluntary 
health insurance needs to broaden its 
benefits. The services covered by insur- 
ance to a large degree are general hos- 
pital care and physicians’ services in 
With important excep- 
tions, out-of-hospital services are not 
included—physicians’ home and office 
calls, dental care, drugs’and medications, 
home nursing, private duty nursing, 
appliances, and others. Very few would 
suggest that this wide range of services 
should be 100 per cent covered by in- 
surance, but there is general agreement 
that certainly all or most of a family’s 
expenses above a certain maximum 
should. be covered. Still, among high- 
expenditure families, hospital-centered 
services make up a large portion of total 
expenditures. a os 

Regardless of whether health insur- 
ance is sponsored and financed by 
private or public methods the range 
of services covered must bear some 
relationship to the amount of money 
provided. Further, regardless of spon- 


PRIVATE AND PUBLIC ACTION IN MEETING HEALTH NEEDS 65 


sorship, price and use, the two com- 
ponents of expenditures must be meas- 
ured, understood, and justified. -In 
‘either instance, the over-all control is 
the amount of money provided. Under 
voluntary health insurance, the amount 
of money expended results from a host 
of decisions among millions who enroll, 
the many voluntary health insurance 
agencies, from negotiations between la- 
bor and management, consultations with 
state insurance commissioners, and price 
negotiations with providers of service. 
Responsibility for the flow of funds is 
diffused and the ultimate amount is de- 


termined largely by the level of benefits ` 


sought, the willingness of the general 
public to pay, and the results of nego- 
tiations over fringe benefits between 
labor and management. This very dif- 
fusion of countervailing forces influ- 
encing quantity, quality, prices, expendi- 
ture levels, and policies is: unsettling to 
many, but to others it is wholesome and 
challenging. 

In a government health insurance 
program, on the other hand, flow of 
funds in the system is easily measured, 


and the source of funds can be central- 


ized. This centralization of money 
makes the total sum expended very 
visible, and the magnitude is disturbing 
to policy-makers and legislators. In- 
creases: in the amount of money made 
available have to be made by legislative 
appropriation in competition with a wide 
range of demands on the public budget. 
Finally, centralization of funds requires 
the exercise of financial controls to a 
degree unlikely or impossible under 
voluntary health insurance. Whether or 
not this is a good thing is debated 


vigorously, but it is probably not under- 


stood fully. There is much disagree- 
ment over sensible criteria of quantity 
and quality of services, not to mention 
the matter of how’much money is neces- 
sary for the maintenance of a sound 
health services establishment. 


Cash benefits and service benefits 


In the cash form of benefits, the 
individual who has health insurance 
coverage receives a specified sum of 
money to help pay for designated health 
services that he has received. There is 
no contract between the provider of 
service and the insurance agency. In 
the service form of benefits, the patient 
or enrollee receives services as specified 
in his contract and normally makes no 
direct payment for those specific serv- 
ices. There is a contract between the 
provider of service and the insurance 
agency. 

Neither form of benefit is peculiar to 
voluntary or governmental health insur- 
ance. With service benefits, the pro- 
viders of service are committed to stay 
within a certain price range for services. 
Consequently, prices must always be 
negotiated between the providers of 
service and the insuring agency. With 
a cash benefit,. this is not necessary, 
thereby permitting the providers greater 
latitude in pricing. In this country, 
proponents of government health insur- 
ance support the service concept, as do 
many who favor voluntary health in- 
surance, because it assures subscribers 
full payment for specified services and 
necessitates a contract with providers of 
service. It thus potentially makes it 
easier for insuring agencies to move into 
quantity and quality considerations than 
would be the case with cash benefits. 


Community rate and experience rate 


When an insuring agency charges the 
same premium for the same benefits to 
all individuals or groups regardless of 
age and sex composition and cost experi- 
ence of the insured, it is said to employ 
a community rate. If the agency uses 
an experience rate, it varies premiums 
according to the cost experience of each 
group covered, and members of some 
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‘groups then pay higher average pre- 
miums than members of other groups. 
Under this arrangement, therefore,.the 
cost of health insurance is not spread 
equally among groups. Fully one half 


of all voluntary health insurance agen- 


cies have always supported the experi- 
ence rate concept in principle and prac- 
tice. The others, generally believing in 
the principle of the community rate, 
have not been successful in applying this 
rate method in pure form. In govern- 
ment health insurance, this issue be- 
comes irrelevant, because government 
has the power to raise money for health 
services on the principle of ability to 
pay through taxation, payroll deduc- 
tions, or both, limited by the political 
practicality of taxation levels consonant 
with the costs of services provided. 


Patterns of organizing services and 
methods of payment 


There is constant discussion and de- 
bate in the health field over patterns of 
organizing personal health services and 
methods of paying providers of service. 
So far, physicians’ services have been the 
main object of concern in terms of meth- 
ods of organization and payment, and 
hospitals have been an object of concern 
regarding methods of reimbursement for 
their services. Other services and goods 
will increasingly be regarded with con- 
cern as they are drawn further into the 
orbit of insurance payments. 

In this short paper, I cannot even 
pretend to sketch the main problems. 
All I can do is to emphasize that these 
problems are inherent in the admin- 
istration of personal health services 
regardless of source of finance. This 
is the real heartland of personal health 
services immediately responsive to 
amount of money, nature of controls on 
quantity and quality, and a whole range 
of other considerations. It is the area 
which is immediately vulnerable to de- 


cisions and policies because well-defined 
standards of operation have not been 
defined. It is, therefore, an area in 
which changes must be considered with 
great care. 


ALTERNATIVES 


Debates over the issues of private 
action versus governmental action in the 
health field reveal a mixture of prag- 
matic and doctrinaire positions regard- 
ing the proper role of government. 
Some of the advantages of a government 
health insurance program have been 
pointed out, mainly from the standpoint 
of practicality of enrollment. An im- 
portant fact is that a government pro- 
gram can assure near-universal enroll- 
ment in a short time compared with 
voluntary enrollment or even enrollment 
as a condition of employment. The 


‘position taken on voluntary health 


insurance versus government health 
insurance involves judgments (1) as to 
how long it may take voluntary health 
insurance to cover nearly all of the 
population, and (2) if it is inherently 
able to do so, Proponents of voluntary 
health insurance are asking for more 
time for continued enrollment of the 
population, including’ the aged. 

A more profound issue philosophically 
is the one of compulsory enrollment to 
be paid by payroll deduction or general 
taxation. Opponents of government 
health insurance very often point to 
compulsion as an unwarranted inter- 
ference with how people spend their 
incomes. That it is an interference 
cannot be denied; that it is unwarranted 
is being currently debated. 

Another profound issue is the doctrine 
of charging people through taxation or 
payroll deduction or both according to 
family income. High income families 
pay more than low income families so 
that low income families receive a vol- 
ume of service exceeding their contribu- 
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tion to the pooled fund. This principle 
of taxing is easily applied in a’ govern- 
ment financial program compared with 
voluntary health insurance. It is, in- 
deed, one of the chief arguments used 
by proponents of government health 
` insurance to justify the government ap- 
proach. However, to a great extent, the 
cost of voluntary health insurance is 


being shifted from the employee to the’ 


employer. Seventy per cent of persons 
included in groups now have their pre- 
miums paid in whole or in part by em- 
ployers. Labor prefers to define em- 
ployer contributions as a substitute for 
wage increases. Another device helping 
to spread the cost of premiums is to 
charge the single individual more for 
health insurance than the married man 
and his family. The issue then becomes 
one of public policy regarding the degree 
to which health services should be 
financed in direct relation to family 
income level or family responsibilities. 
In this country, the acceptance of this 
principle is limited to an operating con- 
‘cept of a basic minimum level of living 
which should be assured by society in 
general. Above this, it is expected that 
families will strive for higher levels of 
living and attainment according to their 
desires and abilities. 

These issues lead into other profound 
problems of allocating a country’s eco- 
nomic and social resources and into 
determination of relative adequacy of 
funds and their proper expenditure. As 


long as personal health services remain. 


in the private sector, these questions are 
not raised directly. For example, ex- 
penditures for health services are divided 
` into portions that make up the so-called 
medical dollar. In a more or less spon- 
taneous play of forces, general hospitals 
account for a given portion, physicians 
for another, and so on. If health serv- 
ices for the general population came 
largely within the public sector, de- 
cisions would have to be made in budget 


hearings and legislative sessions as to the 
amount of money allocated to each of 
the portions of the medical dollar, 
judgments which must have an element 
of arbitrariness about them no matter 
how .well considered. 

These, then, are the issues of public 
policy that need to be understood and 
acted on in all candor. Experience tells 
us that centralization of funds makes 
expenditure patterns more definable, 
more clear. In purely fiscal terms, the 
choice would then seem to be obvious; 
however, there are problems at issue far 
more serious. ; 

The practical advantage of a volun- 
tary system lies in its flexibility, in its 
ease to respond continually and quickly 
to a changing medical economy in a 
progressive technology. It can be more 
responsive to the balance of needs and 
wishes between the providers of service 
and consumers. A government system, 
on the other hand, tends to freeze the 
structure of health services in existence 
at the time legislation is enacted and 
cannot innovate as rapidly. 

The wide range of benefits and meth- 
ods of organization of services now 
existing in this country are providing 
a vital laboratory for trial and error 
such as no other nation has had the 
opportunity to experience. Ultimately, 
however, the public will judge the volun- 
tary method and make its decisions, for 
better or worse, on the strength of facts 
that are available and persuasiveness of 
points of view espoused. In the ab- 
sence of tangible standards of attain- 
ment; it is very difficult for voluntary 
health insurance to promise’a goal of 
ultimate achievement, especially when 
an untried alternative continues to pre- 
sent itself. Those who propose govern- 
ment- health insurance say that this 
alternative is anything but untried in 
all of the industrialized countries of the 
world and has become an integral part 
of publicly accepted social and health 


68. THE ANNALS OF THE AMERICAN ACADEMY 


services. No nation, however, other 
than ours has so fully developed its 
private resources, thereby permitting 
real alternatives. 

By and large, it is unlikely that the 
general public, its legislators, and even 
the providers of medical service are fully 
aware of the problems and issues in the 
application of the health insurance 
principle. This is by:no means unique 
to health insurance, and it seems that 
all complicated problems of public policy 
are settled by a low common denomi- 
nator of recognition of possible alterna- 
tives and what they imply. It is difficult 
to guess how much time might be needed 
for voluntary health insurance to reach 
its full potential. Its momentum has 
slowed down in terms of population en- 
rolled, for obvious reasons, but it con- 
tinues in terms of the range of services 
covered. 

In any case, voluntary health insur- 
ance has become strong enough so that, 
if a government health insurance sys- 
tem were adopted for the general popu- 
lation in this country, two systems of 
health insurance using the same facili- 
ties and personnel would very likely 
emerge-—the public and the private. 
This is likely because the American 
public is, by and large, accustomed to a 
wide range of goods and services and 
would continue to use its large discre- 
tionary spending power to purchase 
services outside of a governmental 
system. 

It is not practical for government to 
provide the range of-choice possible in 
health services today. In some way, it 
would have to work out a concept of 
basic, minimum health care guaranteed 
to all who would wish to avail them- 
selves of it. Because approximately 50 
per cent of the families in this country 
now earns $5,000 a year or more, and 
almost 30 per cent $7,000 or more, it 
is entirely possible that a large propor- 
tion of the population’ might stay out- 


side a government program at least in 
part, even though taxed to support it. 
The public which could afford it would 
purchase added ‘services directly or 
through various kinds of voluntary 
health insurance. For example, there 
are private systems of health insurance 
in other -nations where government 
health service programs exist, although 
their payments add up to only a small | 
portion of total expenditures. In the 
United States, where a high standard of 
living prevails, it is possible that the 
public would support two systems. In- 
variably, however, it would seem that 
the publicly supported system would 
eventually be regarded as second-class 
care if an appreciably large portion of 
the people sought services outside of the 
public system. 

Finally, the acceptance of a govern- 
ment health insurance system would be 
based in great part on a belief that it 
would somehow be an improvement on 
the still developing voluntary health in- 
surance system. This would be so as 
measured by objectives such as high 
enrollment and expenditures for personal 


` health services borne according to in- 


come. But all the other familiar prob- 
lems would persist—the need to deter- 
mine quantity, quality, range of service, 


distribution of facilities and manpower, 


the need to readily adapt to the advances 
of medical science. 

The amount of money deemed neces- 
sary is the overwhelming problem either 
in a private or a governmental system. 
Either way, it is necessary to spell out 
how tightly or how loosely a health serv- 
ices establishment should be adminis- 


_tered. Either way, the public must | 


resign itself to paying the price of 
progress if it is to avail itself to the full 
of the continuing advances of medical 
science. 

I would hope that public policy dis- 
cussions would deal judiciously with the 
twin problems of use and price. So far, 
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the health services establishment has 
evolved with little hindrance and super- 


vision from public or private authori- 


ties. The matter of quality has been 
approached through state licensure, 
board certification, hospital accredita- 
tion, and other devices, but the intensity 
of concern with use and price is rela- 
tively new, Use and price have been 
allowed to reach their own level in a 
prosperous economy. Today, however, 
they are under scrutiny because of the 
manifold concerns of insurance agencies, 
labor unions, industry, insurance com- 
missioners, and state and federal legis- 
lators. f 

Such concern raises the question of 
whether or not use and price of health 
services—entirely aside from the issue of 
government health insurance—should be 
subjected to a form of regulation or 
control. Diametrically opposite answers 
can be made: (1) Allow the medical 
economy to follow its trends until an 
equilibrium is reached, without controls 
on use or price except insofar as they 
- already exist, such as optimum limits on 
hospital beds, negotiated and contracted 
rates between hospitals and insuring 
agencies, negotiated and contracted fee 
schedules between physicians and in- 
suring agencies, and so forth; or (2) Es- 
tablish use and price controls at all 
checkpoints in hospitals, state regulation 
of hospital’ rates and physicians’ fees, 
regulation and standardization of in- 
suring agencies, and so on. 

The first alternative expresses faith 
that a relative looseness in the medical 


care establishment is conducive to a` 
minimum of irritations and annoyances 
for providers of services and for patients 
as well. Under this system, expendi- 
tures in this country have increased 
rapidly, as reflected in both use and 
price. The final judgment as to whether 
expenditures are too great must be based 
on the value placed on personal health 
services, on whether the health services 
establishment is operating with reason- 
able efficiency, and on the question of 
whether or not the public is spending 
too large a portion of its economic 
resources for these services. 

The second alternative, either in a 
voluntary or governmental system, but 
particularly the latter, presupposes a 


- tighter regulating and administrative 


framework within which the health serv- 
ices establishment must function, forcing 
it to develop controls of some kind and 
degree. This alternative implies that 
controls can be imposed equitably when 
the gross expenditure for personal health 
services is beyond that which the 


‘country feels it can afford for all of its 


people in either a voluntary or govern- 
mental system. 

The fact remains, however, that we 
are meeting the bulk of expenditures for 
personal health services through private 
resources, directly out of pocket or 
savings, or through voluntary health in- 
surance, and the debates described in 
this article will doubtless continue, be- 


_ cause health insurance is here to stay 


as an integral part of a modern health 
services establishment. 


Voluntary Hospital Insurance as a Mechanism 


for Meeting Health Needs 


By Frank van Dyke and Ray E. TRUSSELL . 


ABSTRACT: Insurance for hospital care in the United States 
covers more than three-quarters of the population and ‘pays 
more than half of hospital bills paid from private income. ` 
Benefits to many insured persons are minimal and some bene- 
fits important to health are not regularly provided. Coinsur- 
ance, deductibles, experience rating, and costs of nongroup 
commercial insurance limit the effectiveness of coverage. 
Hospital costs are rising. Hospital costs can be kept within 
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age quality of care, community review and control through 
planning and licensure, review and control of unnecessary hos- 
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_A LTHOUGH the history of volun- 

tary hospital insurance in the 
United States began in the eighteenth 
century, the first impetus toward cover- 
age of a significant part of the popula- 
tion came during the economic depres- 
sion in the 1930s. The Blue Cross 
plans which had their beginnings at that 
time, the commercial insurance compa- 
nies, and some independent plans now 
cover approximately 128,000,000 per- 
sons for hospital expense benefits. The 
benefits discussed in this article do not 
include fees paid by insurance to physi- 
cians. The commercial insurance com- 
panies cover approximately 75,500,000 
persons for hospital benefits; Blue 
Cross, 57,000,000 persons; and inde- 
pendent plans, 5,000,000 persons.* 
These figures add up to more than 
128,000,000 persons because many people 
have more than one policy. Although 
the insurance companies have more per- 
sons covered than Blue Cross, Table 1 


shows that Blue Cross benefit pay- | 


ments are greater in the aggregate than 
insurance company payments for bene- 
fits. i 

In 1959 private expenditure per capita 
for hospital services was $31.59 and, 
of this amount, $16.86 per capita was 
paid through insurance. In addition to 
this, $2.51 per’ capita was spent by all 
types of insurance carriers for costs of 
administration for hospital insurance. 
Thus, more than half of the hospital 
bills paid from private income was met 
by voluntary health insurance. The 
dollar amount for private expendi- 
ture in 1959 for hospital care. was 
$5,075,000,000 and, of this sum, 58 per 
cent was paid to hospitals through 
health insurance. This contrasts. with 
25 per cent of all private medical care 
costs including hospital costs met by 


1 Source Book of Health Insurance Data 
(New York: Health Insurance Institute, 1960), 
p. 12. 


TABLE i—Expenpitures ror HOSPITAL . 
SERVICES BY TYPE OF CARRIER OR PLAN 
FOR THE YEAR 1959 








TyPE oF CARRIER AMOUNT ‘IN 











OR PLAN MILLIONS PERCENTAGE 
TOTAL $2,945 100.0 
Blue Cross 1,425 48.4 
Insurance 
Companies | 1,372 46.6 
Group $1,084 36.8 
Individual 289 9.8 
All other 150 5.1 
Source: Agnes W. Brewster, “Voluntary 


Health Insurance and Private Medical Care 
Expenditures,” Social Security Bulletin, Vol. 23 
(December 1960), p. 8. 


insurance.? Voluntary hospital insur- 
ance has been a success, but this state- 
ment can be made only with qualifica- 
tions. The focus of this article is some 
of the weaknesses of hospital insurance 
as it exists and operates today. 


PROVIDERS OF INSURANCE 


Commercial Insurance Companies. 
There are 737 insurance companies in 
the United States which actively offer 
some form of health insurance policy.’ 
Insurance against loss of income is not 
included in this figure nor is such in- 
surance discussed in this article. In- 
demnity hospital insurance is the most 
widely held kind of hospital insurance. 
There are many variations, but typical 
indemnity coverage provides a stated 
amount of dollars per day for bed and 
board for inpatient hospital care for 
a maximum number of days and a 
maximum, payment for other hospital 
charges. The balance must be found 
by the patient or hospital elsewhere. 

Major medical insurance is relatively 


2 Agnes W. Brewster, “Voluntary Health In- 
surance and Private Medical Care Expendi- 
tures,” Social Security Bulletin, Vol. 23 
(December 1960), p. 11. 

3 Source Book of Health Insurance Data, op. 
cita p. 7. i 
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new and has been growing rapidly in 
popularity. It usually includes a wide 
range of benefits such as hospital care, 
physicians’ care, payment for drugs and 
for nurses.. Characteristically, this type 
of insurance has provisions which limit 
the liability of the insurance company 
to a maximum amount and requires 
“payment of an initial deductible and 
coinsurance by the policyholder. 

Blue Cross Plans. There are seventy- 
seven Blue Cross plans in the United 
States, each with separate rates and 
benefits. These plans have mutually ex- 
clusive territorial areas and do not 
compete with each other. In area, they 
range in size from a single county to 
an entire state. The smallest plan by 
enrollment has 18,911 members, and the 
largest has 7,261,352 members. The 
Blue Cross plans are autonomous and 
loosely organized through a national 
membership association. Each of the 
plans has a board of directors which 
usually includes representatives of the 
hospitals and representatives of the 
community. The plans. are nonprofit 


and most of them are supervised by - 


some state agency. The most striking 
difference between Blue Cross plans and 
insurance companies is that Blue Cross 
typically provides service benefits. A 
hospital service benefit plan agrees in 
its subscriber certificate to pay hospitals 


for a specified list of benefits, for ex- . 


ample, 120 days of inpatient care. The 
hospitals in their contract with Blue 
Cross agree to provide and underwrite 
the benefits sold by Blue Cross. All 
Blue Cross plans and insurance compa- 
nies limit their liability to a range of 
benefits or dollars delimited by actuarial 
estimates and projected income. Blue 
Cross does this through a variety of 
mechanisms such as setting limits on the 
number of days of care, partial benefits, 
excluding certain hospital services, or 
establishing waiting periods for renewal 
of benefits. The range of benefits 


among the Blue Cross plans is so great 
that generalizations about benefit pat- 
terns are meaningless. A service con- 
tract which will pay for any semiprivate 
accommodation for 120 days of care is 
of a far different order than a limited 
indemnity contract offered by some 
plans to some subscribers. 

Independent plans. More than 300 
independent plans for hospital care exist 
throughout the country. Like Blue 
Cross, they are nonprofit, but they differ 
from Blue Cross in that they may com- 
bine hospital benefits with other kinds 
of medical care benefits such as care by 
a physician. The Kaiser-Permanente 
Plan with headquarters and multiple 
units in California is an example of this 
type of plan. 


SCOPE oF BENEFITS 


While the number of persons covered 
by some form of voluntary hospital 
insurance is impressive, benefits are 
limited in some way for all and for 
many persons are minimal, for example, 
an indemnity of five dollars a day. 
Almost all hospital insurance coverage 
is for short-term hospital stays, or, in 
the case of major medical insurance, 
limitations are placed upon the dollar 
amounts which will be paid. Few per- 
sons, for example, have policies which 
will pay the hospital bill.for a one- or. 
two-year period. Restrictions on cover- 
age take the form not only of number 
of days or dollar amounts, but, in addi- 
tion, policyholders may not be covered 
for specific conditions or services. Thus, 
many Blue Cross plans exclude diag- 
nostic inpatient admissions, limit pay- 
ments for outpatient care, or exclude 
certain disease categories such as 
alcoholism, communicable diseases, drug 
addiction, tuberculosis, or venereal 
diseases. 

The Commission on Financing of 
Hospital Care, in its report on prepay- 
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ment in 1955, established a yardstick 
for measuring Blue Cross benefits. This 
“benefit precedent level,” as it was 
called, consisted of “. . . the benefit 
provision which meets or most nearly 
meets hospital charges incurred for a 
particular service or which is least 
restrictive.” * As a standard, the high- 
est benefit which was held by 1,000,000 
or more Blue Cross subscribers in 
1953 was employed. For example, if 
1,000,000 or more Blue Cross sub- 
scribers had 120 days of full coverage 
for semiprivate inpatient hospital care 
in 1953, 120 days was used as the 
“precedent level” for days of coverage 
in rating the various subscriber con- 
tracts. While Blue Cross benefits have 
_been increased since 1953, most sub- 
scribers do not yet have coverage which 
meets the array of rather modest benefit 
precedents established in the Commis- 
sion study. A common answer by Blue 
Cross or insurance companies to com- 
plaints about a low level of benefits is 
that these corporations are prepared to 
sell anything the public may want. This, 
however, implies a choice which most 
policyholders do not have. Group sub- 
scribers are not free to choose their 
. benefits. A contract is arranged for 
them by their employer or labor union. 
Nongroup subscribers find that indi- 
vidualized contracts to cover their par- 
ticular needs are either impossible to 
obtain or prohibitively expensive be- 
cause of underwriting methods of the 
insurers, often dictated by governmental 
regulations. f 

It is not possible in a brief article to 
mention all of the hospital benefits 
available through voluntary health in- 
surance. Several benefits appear to the 
authors to be of particular significance 
and are discussed briefly below. 


4 Harry Becker (ed.), Financing Hospital 
Care in the United States (New York: 
McGraw-Hill, 1955), “Prepayment and the 
Community,” Vol. 2, p. 186. 


Benefits in days 


The most important item in a hos- 
pital prepayment or insurance contract 
is the scope and adequacy of service 
benefits in days or equivalent indemnity 
benefits. 


In addition to the impact on individual 
patients of gaps created by benefit-day 
provisions, a deficit in community hospital 
financing occurs when patients cannot meet, 
at the time of illness, charges for the days 
against which they have no protection. 
Gaps in number of benefit days can be, and 
often are, a significant factor in inadequate 
protection.® 


` A sample study of the twenty-one-day 
contract of the Blue Cross plan covering 
New York City and twelve adjacent 
counties indicated, although only: 5.6 
per cent of the subscribers to the plan 
were over age sixty-five, that 26 per 
cent of all persons who stayed longer 
than twenty-one days were sixty-five 
years of age and older. This would 
appear to be an indication that Blue 
Cross benefits limited to three weeks 
in the hospital are not adequate for a 
significant section of our older popula- 
tion.© This particular plan provides 
half-day benefits for an additional 180 


‘days. Other plans may use other partial 


coverage mechanisms. 


Patients staying beyond 21 days con- 
sumed 25 per cent of all hospital days pro- 
vided by short-term general hospitals and 
had, an average hospital stay of 38 days. 
They incurred 21 per cent of all hospital 
charges incurred by all patients.. Thus, 
when prepayment benefits are limited to 
21 days, 5 out of every 100 prepaid pa- 
tients have no protection for 45 per cent 
of the days they are in the hospital.” 


5 Ibid., p. 195. 

6 Prepayment for Hospital Care in New 
York State: A Report on the Eight Blue Cross 
Plans Serving New York Residents (Albany, 
New York: New York State Department of 
Insurance, 1960), Vol. 1, p. 47. 

7 This statement does not take partial cover- 
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It is interesting to note that, from an 


actuarial standpoint, once basic cover-. 


age is achieved—that is 120 days—the 
premium cost for additional ‘coverage is 
a very small sum. 


Care of the mentally ill 


In 1958 only seven of thirty-one Blue 
Cross plans in the United States with 
more than 500,000 members provided 
for mental illness coverage on the same 
basis as coverage for other types of ill- 
ness. The indemnity contracts of insur- 
ance companies vary so widely that the 
scope of mental illness benefits is dif- 
` ficult to categorize. It is not unusual 
for a major medical plan to pay 50 per 
cent of the cost, subject, of course, to 
deductible and coinsurance provisions. 

Treatment of mental illness increas- 
ingly requires, among other forms of 
therapeutic care, short hospital stays in 
the local community. It is important 
to provide’ treatment, for short-term 
hospital stays and on a flexible basis 
for mental illness in the community 
general hospital. Such: coverage encour- 
ages treatment of the patient near his 
home and family. Insurance payments 
for mental care in the general hospital 
may induce hospitals to organize the 


services needed by patients in their ` 


community as more and more psychia- 
trists become available as the result 
of extensive training programs encour- 
aged by local, state, and federal action. 
There are still too few psychiatrists, 
and those available are unevenly dis- 
tributed. Nevertheless, health insurance 


must not be a deterrent to expansion of 


local services. 


Outpatient care and diagnosis 


’ Commercial insurance companies do 
not usually make a distinction in their 
contracts between diagnosis and treat- 
ment. Standard hospital indemnity con- 





age into account. Financing Hospital Care in 
the United States, ibid., pp. 194-195 


tracts, however, are designed to pay for 
inpatient rather than outpatient care. 
Blue Cross plans, except for a few spe- 
cial contracts for some larger groups, do 
not offer diagnostic services as part of 
their benefits, and they restrict out- 
patient benefits. As an inpatient, how- 
ever, in spite of contract provisions to 
the contrary, some Blue Cross patients 
are provided diagnostic services al- 
though the patient may not require 
treatment. 

There has been a tendency to blame 
the Blue Cross plans for not including 
diagnostic services on an outpatient 
basis as a contract provision. Factu- 
ally, however, organized medicine resists 
such coverage as an economic threat in 
spite of the inevitable emergence of hos- 
pitals as the centers for scientific medi- 
cine. . If general hospitals provided a 
high quality of private outpatient diag- 
nostic services, Blue Cross and insurance 
companies should recognize such serv- 
ices as a contractual benefit. Outpatient 
care by general hospitals in the United 
States, with notable exceptions such as 
the Ford Hospital in Detroit, has been 
geared to care for charity patients. 


Home care and nursing and convalescent 
homes 


Home care as a part of hospital serv- 
ice is usually defined to mean the 
extension of such hospital service as 
nursing, social service, and physio- 
therapy into the home.’ An alternate 
plan with less scope is to employ the 
services of a visiting nurse service for 
convalescent patients in the home. The 
chief effect of successful home care pro- 
grams on ‘hospitals will be to reduce the 
need for building new beds. Carefully 
conceived home care plans provide the 
community with better and more health 
services and reduce the unit cost of 
rendering services for some patients who 
otherwise use expensive hospital. beds. 
Commercial] insurance company stand- 
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ard hospital policies do not usually in- 
clude nursing home or home care bene- 
fits. Major medical policies usually 
include these benefits. Most Blue Cross 
plans do not ordinarily provide such 
benefits, although a few are now offering 
such coverage. 


In theory, the use of nursing homes — 


for convalescent or long-term patients 
is attractive because it would tend to 
reduce the daily cost for those patients, 
would release short-term hospital beds, 
and, in the long run, would reduce the 
capital construction problem of pro- 
viding more short-term expensive beds 
with all their complicated ancillary de- 
partments, such as X ray. In practice, 
however, there are relatively few conva- 
lescent home or nursing home beds of 
a quality which would encourage policy- 
holders to enter such a home rather than 
remain in a general hospital. Action on 
the part of insurers in paying for care 
in nursing homes without establishment 
and enforcement, of high: standards of 
care can be compared with, the experi- 
ence of the insurance companies and 
Blue Cross plans in making full payment 
to hospitals without regard to quality 
standards. The effect of such a policy 
is to subsidize substandard care and to 
continue or create substandard facili- 
ties. In recognition of this problem, 
the Blue Cross plan based in New York 
City has adopted a policy that it will 
not pay new hospitals as member hos- 
pitals if they do not secure accredita- 


_ tion by the Joint Commission on Ac- 


creditdtion of Hospitals. The plan is 
currently working on the problem of 
existing unaccreditated hospitals. 


EXPERIENCE RATING 


Almost all group hospital insurance 
offered by commercial insurance compa- 
nies is experienced rated, and there is a 
trend toward experience rating by the 
Blue Cross plans. Experience rating is 
the practice of setting a rate for a group 


based upon the benefits paid to that 
group. 


For some types of insurance, the hazard 
prevention function of experience rating 
may have a salutary effect. When experi- 
ence rating, for example, encourages fire- 
proofing of structures or encourages the 
introduction of safety devices through the 
incentive of lower insurance premiums, 
positive savings to the community may re- 
sult. But the introduction of experience 
rating in health insurance shifts added so- 
cial and economic costs’ to the community 
groups not experience-rated and to the 
community as a whole, which must through 
taxation or otherwise, meet costs of care 
to those unable to pay for it at the time 
of illness.® 


Experience rating discriminates against 
high-risk groups. But another and more 
subtle effect of experience rating of 
health insurance is an increased pre- 
mium for almost everyone when they 
become older. A young person whose 
group has a low premium today must 
pay a high premium when he is old, 
simply because his current premium 
does -not include a factor for his in- 
creased use of medical services when he 
becomes old. This can be avoided 
through a lifetime, level premium for 
everyone. Except for a few special 
groups such as the New York State em- 
ployees, almost all health insurance pre- 
miums, including Blue Cross, cost more 
for retired persons than for the working 
population. 


GROUP AND Noncroup CONTRACTS 


Nongroup subscribers pay a higher 
premium for the same level of benefits 
than do group subscribers. This dif- 
ference reflects a difference between 
group and nongroup utilization rates. 
Group subscribers are usually part of 
the working force or members of work- 
ers’ families. Nongroup subscribers are 


8 Prepayment for Hospital Care in New 
York State, op. cit., p. 92. 
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weighted toward the self-employed, the 
unemployed, and retired persons and 
are older than the insured population as 
a whole. Nongroup policyholders have 
a longer average length of stay when 
hospitalized than persons in employed 
groups. Nongroup subscribers as a rule 
have less income than group subscribers 
and usually do not have employer con- 
tribution toward their premiums. 


Commercial nongroup policies ? 


An obstacle to comprehensive health 
insurance for nongroup policyholders is 
the cost of underwriting nongroup poli- 
cies. Most of the nongroup commercial 
accident and health business is written 
by two types of companies—stock com- 
panies and life, accident, and health 
companies. In 1959 the stock compa- 
‘nies collected $46,500,000 in nongroup 


net premiums, and the life, accident, and ` 


health companies collected $148,700,000 
for such premiums. These two types of 
companies paid back in benefits -46.6 
per cent and: 59.3 per cent respectively 
of the money they collected in pre- 
miums. i 

The stock companies paid out 34.7 
per cent of the money they collected 
for commissions, brokerage fees, and 
advertising; and the life, accident, and 
health companies paid 25.7 per cent of 
their premiums for the same purposes. 
The insurance industry is prevented 
from providing a reasonable return to 
the sick and injured covered by non- 
group policies by its business methods. 
It is noted, however, that, for group 
business, the insurance companies pay 
in benefits a considerably higher per- 
centage of the money they collect. 


CANCELLATION AND CONVERSION 


Two studies in recent’ years, one by 
Columbia University and another by the 
91959 Loss and Expense Ratios (Albany, 


New York: New York State Insurance De- 
partment), Table .9h, p. 56. 


- New York State Department of Insur- 


ance, analyzed the rights of policyholders 
to retain their health insurance.*° It 
was found that, while Blue Cross plans 
sometimes reduced benefits to nongroup 
subscribers upon conversion from group 
policies or charged higher rates for the 


. same benefits, they did not otherwise 


restrict the right to retain a policy for 
life once it was obtained. In general, 
the practice of insurance companies 
while varying among themselves was 
different. The findings of the studies 
with respect to conversion and cancella- 
tion of commercial health insurance 
policies were as follows: 


(1) Most group policies terminated 
coverage of the individual with 
the end of his employment. 
Most group policies which did 
not terminate with employment 
provided reduced benefits after 
the employee left work. 

An infinitesimal fraction of 
nongroup policies were life- 
time, noncancellable, guaranteed- 
renewable. A small fraction 
were noncancellable, guaranteed- 
renewable up to a specified age 
limit. 
In the course of one year, several 
thousand policies were cancelled, 
restricted by rider, rescinded, or 
compromised by cash settlement 
upon agreement of the policy- 
holder to terminate the policy. 


(2) 


(3) 


(4) 


New York State has recently placed ` 
limitations on the cancellation practices 
of insurance companies and has required 
that conversion policies be made avail- 
able to all policyholders. California and 


10 Report of the Joint Legislative Committee 
on Health Insurance Plans (Legislative Docu- 
ment No. 49) (Albany, New York: 1957) and 
Voluntary Health Insurance and the Senior 
Citizen (Albany, New York: New York State 
Insurance Department, February 1958). 
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other states have been considering sim- 
ilar legislative action. 


QUALITY oF HOSPITAL CARE 


There were 5,364 short-term general 
and special hospitals in the United 
States in 1959 in which voluntary health 
insurance-has a role.1t These hospitals 
range in excellence from great medical 
centers which are able to provide a high 
level of scientific medical care to institu- 
tions which by. any safe professional 
standard are hospitals in name only. 
Those governmental jurisdictions which 
have authority in varying degree to re- 
quire minimum standards for hospital 
care usually exercise their responsibility 
in ways which range from inspection for 
fire hazards and sanitation to rather 
thorough review of the professional 
competency and performance of the 
institution. There are few. who would 
argue that the minimum standards re- 
quired by government are adequate. 
Many hospitals go far beyond such 
standards, but some, especially proprie- 
tary in nature, are cause for real con- 
cern. Throughout the country, hospital 
construction or expansion is licensed 
without regard to need. One of the 
reasons for higher hospital costs each 
year is unnecessary duplication of physi- 
cal plants, equipment, and personnel. In 
some states, effective administration of 
federal and state funds for hospital 
construction under the Hill-Burton pro- 
‘ gram has served as a brake upon un- 
needed hospital construction. The effect 
of this program, however, is limited to 
those hospitals which are unwilling or 
unable to construct new facilities with- 
out government assistance. 

A responsible program for hospital 
survey and accreditation has existed in 
the United States for thirty-eight years. 
The Program of Hospital Standardiza- 


11 Exludes (1) federal, (2) nonfederal psy- 
chiatric, and (3) nonfederal long-term general 
and other special. 


‘tion was initiated by the American 


College of Surgeons in 1923. A non- 
profit organization, the Joint Commis- 
sion of Hospitals was created in 1952 
to continue the work of the College of 
Surgeons and to pool the efforts of 
other medical and hospital organiza- 
tions. The four member organizations 
are the American College of Physicians, 
the American College of Surgeons, the 
American Hospital Association, and the 
American Medical Association. The 
purpose of the Joint Commission is to 
improve the quality of patient care in 
hospitals. All hospitals are invited to 
meet or surpass the minimum standards 
established by the Joint Commission 
and voluntarily to request survey by the _ 
Joint Commission. The Joint Commis- 
sion is financed by annual grants from 
its member organizations. There is no 
financial barrier to a hospital’s request- 
ing a survey since there is no charge. 


Of all hospitals with 25 beds or more 59 
per cent were accredited. In the non- 
federal short-term hospitals of this size 62 
per cent were accredited, while in the vol- 
untary hospitals of the short-term group 
74 per cent were accredited, with 94 per 
cent accreditation in the hospitals with 100 
beds or more.” 


The American Medical Association 
through its Council on Medical Educa- 


‘tion develops and enforces standards for 


the training of both interns and resi- 
dents, who receive no credit for training 
except in approved programs. Other 
professional bodies, such as the National 
League for Nursing, also establish 
standards for training which directly 
affect the quality of hospital care. 

Until recently, insurance companies 
and Blue Cross plans have evinced no 
public concern about the quality of the 
service rendered by hospitals. Rising 
costs, however, have forced considera- 


12 Hospitals, Vol. 34, Part 2 (February 16, 
1961), p. 363. 
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tion by insurers of what they are paying 
for. Mr. Joseph F. Follmann, Jr., Di- 
rector of Information and Research of 
the Health Insurance Association of 
America, said recently: “Certainly it is 
in the public interest that the most 
efficient and effective use be made of the 
funds allocated for health insurance pro- 
tection, commensurate with adequacy of 
care. This, in fact, is a primary re- 
sponsibility of health insurers.” 7° 
Some Blue Cross plans are working 
with hospitals and other agencies to 
raise the level of hospital services in 
their areas. As mentioned earlier, finan- 
cial sanctions are being imposed in 
the New York City area. One other 
very valuable tool to improved hospital 
care is in the hands of the insurers. All 
of them have available a wealth of sta- 
tistical data which, if properly em- 
ployed; can throw light upon obvious 
deficiencies in diagnosis, treatment, ad- 
mission policies, and length of stay." 


HOSPITAL Costs 


From 1948 to 1959 “the proportion 
of income devoted to the purchase of 


medical insurance had advanced by a. 


third.” 15 Almost half of this increase 
is attributed to payments for hospital 
care. Hospital costs per capita rose 144 
per cent from 1948 to-1959. 

In 1959 the average daily cost of care 
in short-term general and other special 
hospitals in the United States was 
$30.19. This compares to a cost of 
$15.62 per day in 1950.17 Hospital 


13 The Eastern Underwriter, No. 12 (March 
24, 1961), p. 35. 

14 Ray E. Trussell and Frank van Dyke, 
“Utilization of Routinely Available Informa- 
tion on Health Insurance Studies,” American 
Journal of Public Health, Vol. 50 (November 
1960), No. 10. i 

15 Agnes W. Brewster, of. cit., p. 6. 

16 Excludes (1) federal, (2) nonfederal psy- 
chiatric, and (3) nonfederal long-term general 
and other special. 

17 Hospitals, Guide Issue Part IIT (August 
1960), p. 365. 


costs in this nine-year period rose ap- 
proximately 93.3 per cent; there is no 
indication that the rate of increase will 
level off during the next few years. A 
significant factor in increased hospital 
costs has been the rise in the number 
of hospital personnel measured by the 
number of patients. In 1950 there were 
178 hospital employees per 100 patients, 
compared to 233 employees per 100 pa- 
tients in 1959 in short-term hospitals.1® 
Most hospital employees in the non- 
professional categories are underpaid 
compared to employees with similar 
positions in industry. The 1961 federal 
minimum wage law exempted hospitals 
from paying a required minimum wage. 
If, in the years ahead, hospital wages 
equal those of industry, we may expect 
sharp increases in hospital costs. Re- 
cent efforts to bring hospital employees 
into unions have resulted in improved 
salaries and wages. Scientific advances 
are responsible in part for both the in- 
crease in skill and number of personnel 
required for modern hospital care and 
for the costs of technical equipment 
which is constantly changing. These 
costs have become so great and the 
shortages of scientific personnel so severe 
that the public and the medical profes- 
sion must orient themselves to using 
acute short-term hospitals for diagnosis 
and treatment of acute phases of disease 
and injury and to use other less costly 
facilities and programs for long-term 
care. 


UTILIZATION 


Another major factor in the cost of 
prepaid hospital care ,is the utilization 
rate—incidence of admissions—and the 
length of stay. The average length of 
stay in nonfederal short-term general 
and other special hospitals declined from 
9.1 days in 1946 to 7.6 days in 1958.19 

In 1959, however, the average length 

18 Ibid. 

19 Ibid, p. 365. 
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of stay rose slightly to 7.8 days and 
there are indications that this rise is 
continuing. The number of admissions 
per thousand in short-term hospitals 
rose from 110 per thousand in 1950 to 
125 per thousand in 1958. In 1959 the 
admission rate dropped to 122 per 
thousand.” The admission rate for the 


insured population is higher than that. 


for persons without insurance. 

There are no exact criteria for meas- 
uring the need for inpatient hospital 
care. Nevertheless, it would appear 
from various studies that, based upon 
medical judgment, some patients are 
needlessly admitted as inpatients, and 
some who are admitted remain in the 


hospital too long. The professions and’ 


various unofficial 'and official authorities 
have developed and applied standards 
for the medical care of hospital patients. 
All of these activities are in the public 
interest and must be continued and im- 
proved as scientific knowledge increases. 
However, more attention needs to be 
directed toward formulation and en- 
forcement of professional standards for 
the need and duration of inpatient hos- 
-pital stays. The empirical beginning of 
such a movement is the creation’ of 
utilization committees which should, in 
turn, report their experiences to each 
other and to appropriate community 
agencies, 

It has been suggested that hospital 
insurance by its mere existence induces 
unnecessary hospitalization. This judg- 
ment needs careful examination, because 
it can be argued with equal force that 
persons without insurance, because of 
lack of a financing mechanism, may 
avoid needed hospital care. The authors 
believe it is a mistake to use financial 
barriers to care, such as coinsurance or 
deductibles, as the control device to 
- maintain hospital costs within bounds. 
A more fertile area for exploration of 


20 Tbid., p. 359. 


control of hospital costs lies in exam- 
ining the purpose of hospitals, determin- 
ing and applying standards for such 
care, and minimizing unnecessary con- 
struction or duplication. 


HOSPITAL AND OTHER INSURANCE 


Voluntary health insurance in the 
United States lays heavy emphasis upon 
payments to hospitals and physicians 
for inpatient hospital care. . Relatively 
few persons have insurance benefits 
which pay for doctor visits in the home 
or office, drug costs outside the hos- 
pital, or, as has been pointed out, out- 
patient hospital benefits of any extensive 
nature. The emphasis is upon prepaid 
hospital and medical protection for in- 
patients in hospitals. This fact induces 
patients and physicians to use the 
mechanism of inpatient hospital care, 
where the care is paid for through in- 
surance, rather than other kinds of less 
expensive care such as that provided in 
the home, a physician’s office, or a hos- 
pital outpatient department. Another 
factor which, in view of the evidence, 
cannot be ignored is that the organiza- 
tion of the prepayment or insurance plan 
affects the cost of care. Several studies 
have shown, for example, that sub- 
scribers to some group practice medical 
care plans use inpatient hospital services 
to a lesser degree than similar persons 
who have more conventional insurance 
coverage. It would appear, therefore, 
that, under certain conditions, it is pos- 
sible to provide a reasonably high level 
of medical care and, at the same time, 
to reduce the need for inpatient hospital 
care. | 


CONTROL oF HosPITAL Costs 


The principal reason for public atten- 
tion to Blue Cross recently has been the 
rapid increase in premiums. This, in 
turn, is due to the annual increase in 
hospital costs and increases in utiliza- 
tion. Increases in hospital costs are the 
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result of a number of factors, some of 


which are beyond the control of hospital ` 


planning authorities; these include gen- 
eral inflationary trends and increases in 
cost of labor. Other significant factors 
can be managed only in pärt from a 
standpoint of planning, such as in- 
creased costs resulting from scientific 
advances. There is a portion of hospital 
costs, however, which are susceptible 
to inquiry and planned action. Among 
these are the need for hospital beds, 
duplication of facilities or services in a 
community, poor management, use of 
the appropriate facilities for the care of 
the patient as indicated by his condition, 
and standards for inpatient admission 
and length of stay. 

Two approaches to planning for hos- 
pital care have been developed in the 
United States. First, each hospital can, 
within current medical and administra- 
tive knowledge, study and review need 
for admissions and for length of stay. 
Empirical techniques are available for 
doing this and more undoubtedly will 
be developed. Individual judgment and 
a margin of safety must be preserved, 
however. Patients will not benefit by 
hasty action to save money at any cost. 
A second—and, in the long run, more 
productive method of providing a high 


quality of medical care at a reasonable 
cost—is to carry out in practice the 
ideas which have been developed for 
community responsibility for hospital 
and medical care. In essence, this re- 
quires that state agencies responsible for 
licensing, supervising, regulating, or 
paying for hospital or medical care, pool 
their resources and, in co-operation with 
unofficial bodies such as hospital, med- 
ical societies, Blue Cross and Blue Shield 
plans, and insurance companies, estab- 
lish a community master plan for hos- 
pital care. i 

New York State now has a legislative 
mandate to create and develop a State 
Hospital Review and Planning Council 
and ‘regional councils. California is 
considering a similar plan. The State 
Insurance Commission of Pennsylvania 
has encouraged the nonprofit hospital 
and medical plans in that state to reduce 


_ unnecessary hospital utilization. There 


is no lack of blueprints for community 
planning for hospital care. The next’ 
ten years will see an intensification of 
efforts to achieve community control of ` 
its medical destiny and the attendant 
cost. The trustees of pension and wel-. 
fare funds and government will, without 
question, play a major role in this 
activity. 


Comprehensive Prepayment Plans as a Mechanism 
for Meeting Health Needs 


By ANNE Ramsay SoMERS 


ABSTRACT: The comprehensive prepayment plan occupies an 
anomalous position in current health insurance developments. 
Long supported by leading medical educators, it has received 
the repeated protection of the courts, including the United 
States Supreme Court. In 1959 it obtained unenthusiastic 
but official endorsement of the American Medical Association 
House of Delegates. National press has been highly favor- 
able, and, in those areas where plans operate, the local press 
has usually been friendly. Nevertheless, comprehensive pre- 

_ payment has not kept pace with the general increase in health 
insurance enrollment. The larger plans have continued to 
grow, but, as a general mechanism for meeting health needs, 
comprehensive prepayment remains limited to a few geograph- 
ical areas and probably covers no more than 2 to 3 per cent 
of all health insurance enrollees. There appear to be two 
main reasons for the slow growth: the opposition of organized 
medicine and slow public acceptance. Industry and labor 
have been the most open-minded sectors of the community on 
the issue, and from them comes much of the financial support 
required for the building of clinics and hospitals. One con- 
clusion seems clear. If comprehensive prepayment does not 
establish: itself as a generally available method of providing 
medical care for the American people, a principal alternative 
to increasing government intervention in medical care will 
have been eliminated.—Ed. l 





Anne R. Somers, B.A., Haverford, Pennsylvania, is Research Associate, Haverford 
College. Earlier she served as economist with the U. S. Department of Labor and as 
educational director for the International Ladies Garment Workers Union. During the. 
past decade, Mrs. Somers and her husband, Herman M. Somers, have published numerous 
studies in the fields of medical care and social security, including two books, Workmen’s 
Compensation—Prevention, Insurance, and Rehabilitation of Occupational Disability 
(1954) and Doctors, Patients, and Health Insurance (1961). i 
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HE term “comprehensive prepay- 
ment” refers both to an ideal goal 


and to an operating reality. To some ex- . 


perts, comprehensive prepayment means 
that form of health insurance which 
provides the full gamut of needed 
medical services—prevention, diagnosis, 
` treatment, and rehabilitation. All the 


major categories of total patient care. 


should be covered—physicians’ services, 
hospital, dental, and nursing services, 
drugs, and appliances. 

No existing health insurance in the 
United States meets this exacting con- 
cept. The working definition of the 
fifty-odd plans, generally known as com- 
prehensive prepayment organizations, is 
much more modest. Although they vary 
greatly in many respects, all have this in 
common: They emphasize service bene- 
fits for ambulatory physicians’ care and 
coverage of routine or early-stage med- 
ical bills. Other benefits, including hos- 
pital services, dental care, and drugs, 
may or may not be covered. 

Proponents of this form of prepay- 
ment believe they are on the right track 


toward eventual achievement of truly’ 


comprehensive coverage. They believe 
that the physician is the indispensable 
key figure not only in the provision of 
medical care but in its economics. Only 
when regular physicians’ services are 
fully covered under a service benefit 
contract, they say, can we seriously be- 
gin to incorporate prevention, rehabili- 
tation, and effective management of 
chronic illness into the prevailing pat- 
terns of medical care organization and 
financing. Only thus can we improve 
` the totality of available medical services 
while minimizing the costs of hospitali- 
zation and other highly expensive forms 
of treatment. 

Other authorities disagree with this 
view. They maintain that the plans are 
too ambitious in their goals and too 
limited in their achievements. Indeed, 
the comprehensive plan has long been 


the stormy petrel of the health insurance 
field, controversial as to sponsorship, 
organization, fmancing, and future pros- 
pects. 


Some ILLUSTRATIVE PLANS 


The comprehensive organizations may 
be classified according to sponsorship— 
whether limited to one industry or in- 
dustrial group or open to the community 
at large. They can also be distinguished 
according to the way in which physi- 
cians’ services are provided—through 
group practice or solo practice. 

Historically, a number of farsighted 


-employers led in the development of 


comprehensive prepayment. Today, 
however, most of the leading industrial 
plans are identified primarily with or- 
ganized labor, although they may be 
administered by joint union-manage- 
ment trustees. The largest and most 
influential is the medical care program 
of the United Mine Workers (UMW) 
Welfare and Retirement Fund. This 
organization provides an exceptionally 
broad range of service benefits to nearly 
a million potential beneficiaries in 
twenty-six coal-mining states. In fiscal 


1960, over $61 million were spent for 


hospital and medical benefits. 

Other leading industrial plans include 
the Labor Health Institute of St. Louis, 
Missouri (16,000 enrollees), the Amer- 
ican Federation of Labor (AFL) 
Medical Service Plan of Philadelphia 
(72,000), the Chicago Union Health 
Service (10,000), and the numerous 
health centers sponsored by the Interna- 
tional Ladies Garment Workers Union 
and the Amalgamated Clothing Workers 
of America.* A i 

The most prominent of the community 

1 Some of the older or smaller union pro- 
grams provide diagnostic services only, stop- 
ping short both of family doctor care and 
hospital care. Although frequently identified 
with comprehensive prepayment, these pro- 
grams serve a different and more limited 
purpose. 
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organizations are the Kaiser Foundation 
Health Plan on the West Coast and 
Hawaii (815,000), the Health Insurance 


Plan of Greater New York (617,000),. 


and Group Health Insurance, also of 
New York City (650,000). 

The Kaiser plan started. as an em- 
ployee program and is still controlled by 
the Kaiser family and industrial inter- 
ests. Enrollment is open to the entire 
community, however. Services are pro- 
vided at twelve hospitals owned and 
operated by a subsidiary corporation 
and some forty outpatient medical cen- 
ters. The medical staff includes 650 
physicians organized in four autonomous 
partnerships. Each partnership con- 
tracts with the plan to provide profes- 
sional services to enrollees in its area. 

The Health Insurance Plan (HIP) of 
Greater New York is run by a board 
consisting of twenty consumer repre- 
sentatives and ten physicians. Physi- 
cians’ services are provided by about one 
thousand doctors in thirty-two group 
practice centers. With one exception— 
the Montefiore Hospital Group—all are 
independent partnerships. Each owns 
and operates its own center. The groups 
are paid by HIP on a capitation basis— 
a specified amount per member per year 
regardless of amount of services ren- 
dered. HIP provides no hospital bene- 
fits, but enrollees are required to belong 
to Blue Cross or have some other form 
of hospital coverage. 

Unlike Kaiser and HIP, Group Health 
Insurance (GHI) is not a group practice 
organization. Like Blue Shield, it has 
no official concern with the organi_ation 
of medical care and pays doctors on a 
fee-for-service basis. The 10,000 GHI 
doctors are virtually all in solo practice. 
Unlike Blue Shield, however, GHI re- 
quires that all participating doctors ac- 
cept its fee schedule as full payment for 
outpatient care, regardless of the pa- 
tient’s income. For inhospital services, 


semiprivate accommodation rather than 
income is used as the determinant of 
service benefits. In effect, therefore, 
GHI provides comprehensive coverage— 
provided the patient uses a participating 
doctor. Its control is divided equally 
between doctors and laymen. Like HIP, 
GHI generally relies on Blue Cross for 
hospital benefits. 

The most recent newcomer to this 
category is the Detroit Community 
Health Association (CHA). Although 
primarily identified with the United 
Automobile Workers, CHA’s board rep- 
resents a cross-section of the community 
and its sponsors are determined to make 
it a genuine community organization. 

Other prominent community plans 
include Group Health Association of 
Washington, D. C. (46,000), Group 
Health Cooperative of Puget Sound 
(58,000), and a number of additional 
consumer co-operatives. In a few locali- 
ties, groups ‘of doctors have organized 
independent groups and made their 
services available on a prepaid basis. 
Among the best known are the Ross- 
Loos Medical Group in Los Angeles 
(130,000) and the Palo Alto (Cali- 
fornia) Medical Clinic. 

All of the plans listed, with the ex- 
ception of GHI and the UMW Fund, 
are group practice organizations. The 
Miners provide care in many ways— 
through their own chain of ten hos- 
pitals, each with its outpatient clinic, 
through retainer arrangements with in- 
dependent clinics, through panels of solo 
doctors paid either on a fee-for-service 
or retainer basis, and so on. Neverthe- 
less, its philosophical bent is toward 
group practice, and that is encouraged 
wherever possible. 

This is not true of GHI and the 
handful of other plans that have 
emerged in the past few years to create 
a new medical care hybrid—the com- 
prehensive solo practice plan. The first 
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to attract general attention was Windsor 
Medical Services, Incorporated (WMS) 
of Windsor, Ontario. WMS is spon- 
sored by the Essex County Medical 
Society and now has about 175,000 sub- 
scribers, 85 per cent of the local popula- 
tion. Over 90 per cent of Windsor 
doctors participate. Like GHI and un- 
like Blue Shield, WMS provides full 
service benefits for physicians’ care 
regardless of income. 

Like WMS and unlike GHI, the San 
Joaquin (California) Foundation for 
Medical Care is also sponsored by the 


county medical society. Nearly all the | 


local doctors participate. - Unlike WMS 
and GHI, the foundation does not do its 
own underwriting but leaves this to a 
number of approved carriers. But, like 
WMS, it assumes responsibility for po- 
licing the service agreement and for re- 
viewing the cost and quality of the care 
rendered. The foundation pattern has 
been copied in a number of other Cali- 
fornia counties. 

Altogether, the comprehensive plans 
have a total enrollment of some 4 to 5 
million. Perhaps 2.5 million are in the 
group practice organizations; another 
million in the solo organizations; while 
the UMW accounts for the balance. 


ADEQUACY oF BENEFIT COVERAGE 


A 1958 survey of HIP and GHI by 
the Health Information Foundation-Na- 
tional Opinion Research Center found 
that these plans were meeting, on aver- 
age, about one third of the total medical 
care expenditures of their members: 
HIP—35 per cent, GHI—34 per cent.? 
This was over 40 per cent better than 
health insurance as a whole. The aver- 
age benefit expenditure ratio for all en- 


20. W. Anderson and P. B. Sheatsley, Com- 
prehensive Medical Insurance—A Study of 
Costs, Use, and Attitudes under Two Plans 
(New York: Health Information Foundation, 
1959), p. 31. 


rollees in 1958 was only 24 per cent. 
But it is still a long way from the 
comprehensive ideal.. 

On the insured portions of medical 
expense, however, the study found that 
the plans’ record was excellent—espe- , 
cially HIP. This organization, together 
with Blue Cross, met 88 per cent of the 
subscribers’ average hospital costs, 92 
per cent of surgical costs, 87 per cent 
of obstetrical costs. HIP alone covered 
80 per cent of the costs of all physicians’ 
services. GHI and Blue Cross together 
met 78 per cent of hospital costs, 63 
per cent of surgical, and 71 per cent of 
obstetrical. GHI met 59 per cent-of all 
physicians’ services. 

The proportion of all physicians’ 
services covered is especially impressive 
when compared with the comparable 
figure for all health insurance enroll- 
ment—18 per cent in 1958. If surgery 
and obstetrics are omitted, the propor- 


tion covered declines to 7 per cent.* 


Here, then, is one major distinguishing 
feature of the comprehensive plans—the 
feature that has earned many the right 
to be called comprehensive on a relative 
if not an absolute basis. 


ECONOMICS OF PREPAYMENT 


This is not cut-rate health insurance. 
Premiums are generally higher than the 
more’ usual surgical-medical policies. 
For plans providing hospital coverage, 
monthly family rates vary from about 
$18 to $25. In April 1961, the family 
rates of the three most prominent 
surgical-medical coverages—no hospital 
benefits—in New York City were as 
follows: GHI—$13, HIP—$10.68, Blue 
Shield (general medical care, $6,000 in- 
come limit)—$13. It was generally 


30. W. Anderson, P. Collette, and J. J. 
Feldman, Healih Insurance Benefits for Per- 
sonal Health Services (New York: Health In- 
formation Foundation, 1960), p. 7. 

4 Ibid. p. 2. $ 
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understood, however, that HIP would 
soon request, and would obtain, a sub- 
stantial increase. . 

Furthermore, the claim to “first- 
dollar” coverage is no longer entirely 
valid: To avoid even greater rate in- 
. creases, many of the plans have added 
numerous supplemental charges to. pa- 
tients, In most cases, these charges are 
modest—-for example, Kaiser and CHA 
charge $1 for office visits, HIP S2 for 


night home calls; GHA charges $50 for . 


maternity cases. Nevertheless, they 
now constitute a sizeable portion of the 
plans’ income, ranging in some cases 
from 15 to 25 per cent of the total. 
Despite the similarity of competitive 
rates, proponents of comprehensive pre- 
payment believe that this type of cover- 
age is potentially far more economical, 
both to the individual and to the nation. 
The most expensive form of medical care 
today is hospitalization, and it is in this 
area that costs are increasing most 
rapidly. According to the American 
Hospital Association, patient costs in 
nonfederal general hospitals averaged 
$30.19 per day.in 1959. Some experts 
predict they. will rise to an average of 
$60 within the next decade. The cost 
of building a new general hospital bed 
in a metropolitan area is now estimated 
at $20,000 to $30,000. In this context, 
any health insurance program which 
discourages unnecessary hospitalization 
and emphasizes less expensive types of 
cdre should be conducive to economy. 
The group practice plans, in particu- 
lar, have concentrated on this problem. 
Every effort is made to keep: patients 
out of the hospital unless absolutely 
necessary from a medical point of view. 
Their medical centers or clinics are 
equipped to provide most diagnostic 
tests. Ross-Loos, with its own anes- 
thesiologist and recovery room, even 
does tonsillectomies on an outpatient 
basis. As a result, many plans report 
significantly lowér rates of hospital utili- 


zation than is true for other health in- 
surance enrollees. The differential is 
generally claimed to be about 20 per 
cent." 

Thus far, the individual member has 
not greatly benefited financially from 
this lower utilization. The Kaiser plans, 
with their own hospitals, have been able 
to pass part of the savings along to sub- 
scribers in lower premium rates. But 
this is not true of plans that do not have 
their own hospitals and where the mem- 


. ber has to buy hospital coverage at 


regular rates. 

So far as the community and nation 
are concerned, the potential savings are 
very. great. For example, E. A. Van 
Steenwyk, executive vice-president of the 
Philadelphia Blue Cross, estimates that 
a reduction of one-half day in the aver- 
age length of stay of his enrollees would 
save that plan $3 million a year. 
Donald Straus, vice-president of HIP, 
has calculated that a 20 per cent reduc- 
tion in general hospital use would save 
New Yorkers $156 million in current 
bed replacement costs and: $35 million to 
$44 million in annual Blue Cross hos- 
pital payments.® 


‘PROSPECTS FOR THE FUTURE 


The comprehensive prepayment plan 
occupies an anomalous position in 
current health insurance developments. 
Long supported by leading medical edu- 
cators, it has received the repeated 
protection of the courts, including the 
United States Supreme Court,’ and, in 
1959, following a four-year study by the 
American Medical Association Commis- 
sion on Medical Care Plans, Larson 
Commission, it obtained the unenthusi- 
astic but on-the-record endorsement of 


5 See, for example, D. B. Straus, “Statement 
on Hospital Costs” (New York, April 4, 1961), 
pp. 1, 3 (mimeo). 

8 Ibid., p. 2. 

T American Medical Association v. United 
States, 317 U. S. 519 (1943). 
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the House of Delegates.? Its national 
press has been highly favorable, and, in 
those areas where the plans operate, the 
local press has usually been friendly. 

Nevertheless, comprehensive prepay- 
ment has not kept pace with the general 
increase in health insurance enrollment. 
The larger .plans. have continued to 
grow, but, as a general mechanism for 
meeting health needs, comprehensive 
prepayment remains limited to a few 
geographical areas, primarily along the 
eastern and western seaboards, and 
probably covers no more than 2 to 3 
per cent of all health insurance enrollees. 
Why? f l 

There appear to be two main reasons 
for the slow growth: the opposition of. 
organized medicine and slow public ac- 
ceptance. The many practical obstacles, 
including legal restraints. and financial 
difficulties, are primarily’ consequences 
of these two. 


PROFESSIONAL OPPOSITION 
° EJ 


At first glance, the hostility of large 
portions of the medical profession to 
comprehensive prepayment is difficult to 
understand. Medically, its orientation 
is in line with the most progressive pro- 
fessional thought. Economically, it ap- 
pears to offer a practical method of 
restraining the spiraling costs of hos- 
pital care and, hence, reducing the pres- 
sure for governmental intervention in 
the health insurance field. Nevertheless, 
the opposition, particularly at the state 
and local levels, has been intense. 

Publicly, the issue has been presented 
by the profession primarily in terms of 
free choice of physician by the patient. 
This is a matter of considerable im- 
portance and one which the author has 


8 “Action of the House of Delegates of the 
A.M.A, on the Report of the Commission on 
Medical Care Plans,” Atlantic City, N. J., 
June 8-12, 1959 (mimeo). 
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dealt with at some length elsewhere.® 
It is not, however, the crux of the op- 
position. Nonfree choice programs such 
as workmen’s compensation have long 
been supported by organized medicine, 
while comprehensive solo practice plans, 
such as San Joaquin and Windsor, which 
provide complete free. choice, continue to 
be opposed. The heart of the opposition 
is the matter of controls—control over 
‘fees, utilization, and quality. 

The problem of controls is both 
simple and complex. It is difficult to 
conceive of any twentieth century busi- 
ness or professional enterprise which 
could operate successfully without some 
managerial cost and quality controls. 
This is accepted not only in the business 
world but by most professionals, in- 
cluding the large and growing proportion 
of doctors who work for a salary. 

The majority of the profession, how- 
‘ever, is. still engaged in solo, fee-for- 
‘service practice. Once the rigors of 
medical school and internship are 
passed, many of these doctors are almost 
totally free of either public or collegial 
supervision. Even the specialist, once 
certified, is generally subject to no 
further controls, 

Significantly, those doctors who are 
associated with teaching hospitals and 
other institutions where quality controls 
_are taken for granted are also most likely’ 
to be friendly to comprehensive pre- 
payment. The antagonism comes pri- 
marily, although by no means exclu- 
sively, from the rugged individualists in 
the profession—these who have been 


.away from medical school for some time, 


who are used to operating completely on 
their own, and who have profited from 
this type of practice. These are the 
same individualists who attacked a 


3 H, M. Somers and A. R. Somers, Doctors, 
Patients, and Health Insurance (Washington, 
D. C.: Brookings Institution, 1961), pp. 409- 
413, 487 passim. . 
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recent president of the American Med- 
ical Association for proposing periodic 
re-examination and licensure renewal for 
all doctors, who prevent Blue Shield 
from raising its income limits so that 
service benefits will be available to more 
enrollees, and who oppose the institution 
of tissue and audit committees in com- 
munity hospitals. 

As opposed to this individualistic ap- 
proach, the comprehensive prepayment 
plans maintain that, in order to make 
optimum use of our modern medical re- 
sources, doctors must accept some volun- 
tary limitation on their fees and must 
submit to some degree of continuing 
qualitative supervision by their profes- 
sional colleagues—an extension of the 
principle of hospital audit to general 
medical services. 

In practice, the nature of these limits 
and controls varies widely. The group 
practice plans generally impose: greater 
financial controls than do the solo plans. 
In some groups, all the doctors are on 
salary; in others, they operate through 
partnerships and divide up their income 
in any way they wish. Some plans 
permit their doctors to handle private 
patients without any restrictions—a de- 
vice to enable them to earn additional 
income. Other plans exercise various 
degrees of control over such outside 
practice. 

The solo plans exercise far less con- 
trol. Generally, they have a panel of 
doctors who agree to accept a schedule 
of fees as full payment for services 
rendered. The panel may be practically 
coextensive with the total number of 
doctors in the locality, as is true in San 
Joaquin and Windsor, or it may con- 
stitute a relatively small proportion. In 
any case, they differ from Blue Shield in 
that there are no income limits on serv- 
ice benefits, and, hence, there can be no 
extra charges to ‘enrollees. 

The extent and effectiveness of the 
qualitative controls also differ greatly. 


At HIP, a Medical Control Board, con- 
sisting of eleven outside and seven HIP 
doctors, sets the basic standards which 
all groups are required to meet. These 
standards relate to physician qualifica- 
tions, group organization, services, facili- 
ties, and equipment. The board also 
reviews individual applications for ap- 
pointments and makes periodic surveys 
of the groups’ work. 

The UMW Fund exercises both cost 
and quality controls through its ten area 
medical offices. Aside from care pro- 
vided in. its own hospitals, most services 
are purchased from doctors with whom 
the fund has business arrangements— 
those willing to accept certain use and 
quality .controls and reasonable fees. 
Cases hospitalized more than a given 
number of days are investigated. Hos- 
pitalization in unaccredited or proprie- 
tary hospitals is strongly discouraged. 

In all cases, so far as the author is 
aware, the qualitative controls over 
doctors are exercised by other doctors. 
There is no sign of any drift toward lay 
interference in purely professional mat- 
ters. This was attested to by the Larson 
Commission, which also endorsed the 
quality of care in the plans ‘investigated. 
This has not significantly removed local 
medical society opposition, however. 

Over the years, this opposition has 
been expressed in many ways—through 
state legislation outlawing lay-controlled 
medical care plans, through invocation 
of the common law rule against the 
corporate practice of medicine, through 
boycotts of plans and expulsion of plan 
doctors from medical societies, through 
refusal to extend hospital privileges to 
these doctors, and so on. Partly as a 
result of twenty years of legal defeats 
for organized medicine, the more fla- 
grant of these restraints have now been 
ended. 

Nevertheless, many of the obstacles 
remain. ‘Twenty-five states still have 
laws which prohibit or restrain the 
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formation of any medical prepayment 
plan unless controlled by the local med- 
ical profession. Despite the American 
Medical Association’s official new toler- 
ance of comprehensive prepayment, only 
one of the restrictive laws—that in Ohio 
—has been repealed since the Larson 
Report was adopted. 

Continued refusal to permit plan 
doctors to use community hospitals is 
widely alleged, although the evidence is 
mixed. In metropolitan centers such as 
Manhattan, Brooklyn, and Washington, 
D. C., hospital attitudes have gradually 
changed, and there appears to be no real 
problem. But in Queens County and 
Staten Island, New York, HIP is still 
seriously hampered by restrictions of 
this type; CHA has been barred from 
certain Detroit hospitals; and small 
groups like the Russellton Medical 
Group sponsored by the United Mine 


Workers in western Pennsylvania have - 


found it almost impossible to have 
patients hospitalized locally. 

The problem of nondiscriminatory 
hospital privileges is one of the thorniest 
in modern medical care. Discussion of 
the complex issues involved is beyond 
the scope of this article. So far as the 
comprehensive group practice plans are 
concerned, however, some officials feel 
the situation is so serious that their 
future depends upon its solution. Some 
feel that no new plan should or can be 
started unless it has guaranteed access 
to hospital facilities, which, in some 
localities, means financing, building, and 
operating its own institutions. Other 
experts feel the problem is not this 
extreme and that group practice doctors 

will gradually .gain free admittance 
to community hospitals—provided the 
plans continue to fight for this right 
and public understanding increases. 


PUBLIC ATTITUDES 


For many years it was virtually im- 
possible to determine public attitudes 


with any precision. In most communi- 
ties, no comprehensive prepayment plans 
existed, and there was no way for the 
public to express its preference. In 
communities where they did exist, it was 
frequently on an embattled basis, with 
members never knowing when they 
would be denied admission to a hos- 
pital or otherwise penalized for belong- 
ing to this type of plan. During the last 
dceade, however, a number of the plans 
have achieved sufficient strength and 
status to permit the public to join 
with a reasonable sense of security and 
“respectability.” Moreover, the new 
technique of dual choice or multiple 
choice has enabled people insured under 
a number of public and private em- 
ployee benefit programs to choose be- 
tween a comprehensive plan and a 
different type of health insurance on a 
reasonably informed basis. For the first 
time, we have some measure of public 
opinion. 

The most extensive choice program— 
covering 5 million persons—is that oper- 
ated by the United States Civil Service 
Commission under the new Federal Em- 
ployees Health Benefits program. In 
the first election, June 1960, employees 
were offered a choice of thirty-eight 
plans as follows: a government-wide 
Blue Cross and Blue Shield. program, 
a government-wide indemnity program, 
thirteen comprehensive group practice 
plans, eight comprehensive solo practice 
plans, and fifteen employee organization 
plans. 

In the areas where they were avail- 
able, the group practice plans’ obtained 
16 per cent of the total enrollment; the 
solo plans 8 per cent. The percentage 
choosing group practice varied from 
about 35 per cent in the San Francisco 
area down to one per cent in St: Paul. 
Kaiser, which had a considerable num- 
ber of federal employees before the new 
program began, did especially well. The 
plans as a whole attracted younger em- 
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ployees and those with more dependents. 

During the spring of 1961, the Com- 
mission conducted a sample survey of 
employees to determine levels of utiliza- 
tion and satisfaction as an aid to the 
renegotiation of. contracts and prepara- 
tion for the next election, November 
1961. Eighty-three per cent of the 
comprehensive plans enrollees reported 
they had used their plan, compared to 
only 36 per cent of the total. While 
satisfaction was high among all users— 
82 per cent of the total said they were 
generally satisfied—it was particularly 
high for the comprehensives—92 per 
cent.1° The Commission also reports 
that the comprehensives are getting 
more than their original share of new 
-enrollees. : 

The rapidly accumulating results of 
private dual choice elections on the West 
Coast, in New York City, Detroit, and 
elsewhere, deserve careful scrutiny by 
all students of comprehensive prepay- 
ment. Pending such quantitative analy- 
sis, a few hypotheses appear in order: 
Public acceptance of this method of pro- 
viding medical care is still limited to 
a minority. Given equal access to a 
comprehensive plan and an opportunity 
for reasonably informed choice, the 
minority can be very substantial—a 
third or more. Whether public accept- 
ance will increase or not appears to 
depend primarily on three factors: 

(1) The extent to which a particular 
plan is able to establish itself as a 
“respectable” and secure institution in 
the community. For solo practice plans, 
this is not very difficult, requiring pri- 
marily the support of a substantial pro- 
portion of local doctors. For the group 
practice plans, the problem is much 
more complex, requiring access to hos- 
pital beds as well as attractive clinical 


10 U, S. Civil Service Commission, “Health 
Benefits Survey—Comparison of Employee 
Responses” (Washington, D. C., April 1961), 
Tables 1 and 2 (mimeo). 


9 
facilities. The Kaiser hospitals and 
those of the UMW Fund and the Group 
Health Cooperative of Puget Sound were 
probably important “brick and mortar” 
assets in achieving public acceptance. 

(2) The extent to which potential en- 
rollees become sophisticated with respect 
to medical practice and medical eco- 
nomics. Contrary to the expectations of 
many group practice enthusiasts, low 
income groups, when first given a choice, 
tend to prefer traditional forms of med- 
ical practice. A survey of attitudes 
toward medical care in the middle forties 
reported that over 90 per cent of the 
upper income group preferred group 
practice—the prepayment issue was not 
involved—but only half of the lowest 
income group. The latter also. had little 
concern for preventive medicine or the 
early detection of disease.+ This group 
still tends to think of medical care pri- 
marily in terms of acute illness requiring 
hospitalization. 

Both scientific and economic consid- 
erations are, however, causing a rapid 
transition in such attitudes. Moreover, 
it is clear that familiarity does not breed 
contempt. On the contrary, most com- 
prehensive plans can demonstrate a high 
degree of enrollee satisfaction. Despite 
their relatively high cost, there is little 
attrition. Their problem is to persuade 


the public to try the unfamiliar in the 


first instance. In this respect, the solo 
plans may be serving a particularly use- 
ful function in communities like New 
York, where the tradition of the neigh- 
borhood family doctor is so deeply 
rooted. This fact may explain GHI’s 
remarkable recent growth. Given the 
encouragement of the medical profes- 


‘sion, there is reason to believe that 


comprehensive solo plans would prob- 
ably mushroom across the nation. 
(3) The attitude of the medical pro- 
1E. L. Koos, The Health of Regionville 


(New York: Columbia University Press, 1954), 
pp. 134-135, 131-137. 
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fession. As already indicated, this is 
probably the most important direct in- 
fluence on the development of these 
plans. In addition, doctors exert tre- 
mendous indirect pressure through their 
influence on consumer attitudes. - 

How this works in practice is complex. 
Where the profession officially supports 
a good comprehensive solo plan, as in 
Windsor or San Joaquin County, there 
is no demand for comprehensive group 
practice. Where a substantial portion of 
the profession supports such a plan 
as GHI or a reasonably liberal Blue 
Shield plan, such as the Michigan M-75 
contract, the demand is lukewarm. On 
the other hand, where the profession has 
publicly demonstrated its unwillingness 
or inability to develop any form of ef- 
fective controls of its own, as in the 
Los Angeles area, the public demand 
for comprehensive plans is great and 
growing, 


SOME PRACTICAL PROBLEMS 


Let us consider a few of the practical 
problems which confront a group of 
consumers or doctors who wish to set 
up a comprehénsive plan in their com- 
munity. First, there is the matter of 
state laws. If they live in one of the 
twenty-five states with restrictive legis- 
lation, it will be extremely difficult, if 
not impossible, to organize a plan that 
is not controlled by the local medical 
society. This applies to solo plans as 
well as to group practice. If a plan 
has powerful industrial or political spon- 
sorship, as was the case with Kaiser and 
HIP, it may work out a legal modus 
vivendi, but this is not easy. It may 
require years and much money. l 

The problem of money is omni- 
present: money to build clinics, to de- 
velop and launch the plan which may 
take several years, and, very possibly, 
money to build a new hospital or to 
enlarge and strengthen an existing one. 


Construction costs vary, of course, not 

only according to geographic location 

but according to the standards of the 

sponsors. The elegant Sidney Hillman 

Medical Center in midtown Philadelphia 

cost $1.3 million in the early 1950s. 

A tiny two-man clinic, satellite of a 

larger UMW-sponsored center, was com- 

pleted in Vestaburg, Pennsylvania in 

1957 for only $25,000. Representative, 

perhaps, of the larger metropolitan | 
groups, the HIP centers are reported to 
have cost from $500,000 to $750,000. 
The averagé number of doctors per clinic 
is thirty-one. 

Tf a hospital has to be built, the cost 
will be several additional millions. The 
220-bed institution now under construc- 
tion for the Philadelphia AFL Hospital 
Association is expected to cost $4.5 to 
$5 million. The new Kaiser hospital in 
Portland, Oregon, with 140 beds and a 
complete outpatient clinic, is reported to 
have cost $2.8 million. 

Where can the proponents of compre- 

hensive group practice plans hope to 
find this kind of money? Possible 
sources of funds may be listed as fol- 
lows: banks and other commercial lend- 
ers, foundations and other noncommer- 
cial sources, collective bargaining funds, 
union treasuries, industrial pension 
funds, government. 
- Banks will readily lend to individual 
doctors or groups of doctors to help 
them: get started, but they usually will 
not lend to a comprehensive plan. Ap- 
parently the specter of medical society 
opposition suffices to destroy its poten- 
tial credit. In past years, foundations 
occasionally helped plans to get started. 
HIP, for example, received substantial 
loans from three foundations—all fully 
repaid. This is no longer possible. The 
Internal Revenue Code provides that a 
tax-exempt foundation can give or lend 
only to another charitable organization. 
By interpretation, this includes hospitals 
but not prepayment plans. 
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The nonavailability of these general 
funds has prompted comprehensive of- 
ficials to turn more and more to industry 
and labor—the most open-minded sec- 
tors of the community on this issue. 
The UMW hospitals were financed, at 
a total cost of $36 million, by the coal 
industry through collectively bargained 
funds, After CHA had explored other 
sources of financing, without any results, 
the Autoworkers advanced several mil- 
. lion out of their own funds. Ground- 
breaking at the new Philadelphia AFL 
hospital was made possible by loans of 
$1.5 million from affiliated local unions. 

It has been proposed that the huge 
industrial pension funds be used as a 
source of loans. There is precedent in 
‘the use which the International Ladies 
Garment Workers Union and the Amal- 
gamated Clothing Workers of America 


have made of such funds in developing . 


low-cost housing in New York City. 
The Autoworkers and the Steelworkers, 
in particular, have been pressing man- 
agement in their industries to permit 
this. At one point, it was reported that 
one of the large auto companies was 
prepared to do so. The interest rate 
demanded by the fund trustee—a bank 
—turned out to be too: high, however. 

The Hill-Burton program might be 
_ expected to provide a convenient’ source 
of capital not only for hospital but clinic 
construction. Since 1954 funds have been 
available for diagnostic and treatment 
centers. In practice, however, this, too, 
has proved ephemeral so far as the com- 
. prehensive plans are concerned. To 


qualify for “D & T” funds, the applicant ` 


must be either a hospital or a public 
agency. The amount available for this 
purpose—$20 million in 1961—is re- 
ported to be always oversubscribed, and 
` the final decisions as to distribution are 
left to the state administrative agencies. 
While consumers are, by law, expected 
to be represented on the state Hill- 
Burton advisory councils, the view of 


‘attract considerable attention. 


the state medical society, with its -gen- 
eral opposition to comprehensive pre- 
payment, is likely to carry far more 
weight. In any case, no Hill-Burton 
money has, thus far, been made avail- 
able to any comprehensive plan. 

The resulting anomaly in which large 
amounts of federal funds have been 
made available for the expansion of hos- 
pital facilities but very limited amounts 
for facilities designed to keep people 
out of the hospital and none at all to 
prepayment plans concentrating on pre- 
ventive ambulatory care has begun to 
The 
Eisenhower Administration attempted 
some redress through a proposal to per- 
mit federal guaranty of loans for con- 
struction of group practice facilities. 
Federal approval of projects was ap- 
parently to be combined with technical 
administration through the state Hill- 
Burton agencies.?? 

Meanwhile, the AFL-CIO and other 
consumer bodies have supported legisla- 
tion intended to bypass the Hill-Burton 
administrative structure altogether and 
to authorize the Surgeon General to 
make long-term loans directly to the 
plans. The Kennedy Task Force on 
Health and Social Security advocated 
this approach, but nothing was said 
about it in the President’s Health Mes- 
sage to Congress. No hearings have 
been held on either of the legislative 
proposals. 


7, CONCLUSION 


Considering all the practical difficul- 
ties facing the initiators of a compre- 
hensive plan, it is perhaps surprising—~ 


12 86th Cong., 2nd Sess., H. R. 12518. Sim- 
ilar bills have been introduced in the 87th 
Congress by Senator Javits and Congressman 
Dingell. 

13 87th Cong., Ist Sess., S. 1158. “This pro- 
posal has been introduced regularly by Senator 
Humphrey. In 1961 he was joined by Con- 
gressman Rhodes. 
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and: a tribute to the resolution of its 
supporters—that this type of health in- 
surance has grown as fast as it has 
during the past two decades. Despite 
some recent progress, especially the ex- 
perience under the federal employees’ 
program, its future is still unclear. But 
one conclusion does seem clear. If com- 


prehensive prepayment is prevented 
from establishing itself as a generally 
available method of providing medical 
care for the American people, one of the 
sturdiest barriers against the increasing 
intervention of government in United 
States medical care will have been © 
destroyed. 


The Role of Voluntary Agencies in Meeting the » 
Health Needs of Americans 


By Rosert H. HAMLIN 


Asstract: Voluntary agencies—nongovernmental, self- 
governing organizations financed primarily by contributions 
from the public—have become a major mechanism for private 
collective action in the United States. As a result of a re- 
markable surge in the social consciousness of the American © 
people and a berievolent government tax policy on charitable 
contributions, the growth of these agencies in the past two 
decades has been spectacular. Over 100,000 voluntary health 
and’ welfare agencies now receive more than $1.5 billion 
annually in philanthropic contributions to provide a broad ` 
spectrum of services to millions of beneficiaries. This growth 
and the increasing tempo of competition among the agencies 
for funds and programs, however, have raised perplexing 
and troublesome questions. These concern the need for co- © 
operative action among voluntary agencies in community 
planning, agency ability to adapt to the rapid increase in 
government health and welfare programs, the amount and . - 

_accuracy of information supplied by the agencies on their use 
of contributions, the adequacy of agency organizational and 
administrative structure to carry out new and changing respon- 
sibilities, and the divisive impact of the strident debate over 

. fund-raising methods. l 
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RIVATE support of health and 
welfare activities has been an im- 


portant component of the American , 


democratic tradition since the founding 
‘of the United States. The private citi- 
zens and the private corporation’s 
acceptance of public responsibility, ex- 
pressed through the voluntary giving of 
time and money, is one of the major 
factors that has enabled this country to 
achieve such a high level of health and 
welfare services for its people. 
Voluntary agencies have frequently 
provided the means through which pri- 
vate citizens and corporations have 
acted collectively for the betterment of 
their nation, their communities, and 
their fellow men. It has, thus, been 
possible for voluntary agencies to pro- 
vide needed: services, develop and pio- 
neer new methods, and contribute sig- 
nificantly to the improvement of the 
well-being of the American people. 
Voluntary agencies derive ‘their ulti- 
mate sanction and direction from the 
_ supporting public. They are, in brief, a 
form of public trusteeship designed to 
give effect to the altruistic goals of 
numerous private contributors who wish 
to give of themselves principally for the 
benefit of others. 


TYPES oF VOLUNTARY AGENCIES 


In reviewing the contributions of vol- 
untary agencies’ to the advancement of 
individual and collective health, it is 
unwise and, in fact, often misleading to 
consider voluntary health agencies and 
voluntary welfare agencies as separate, 
distinct entities. It is necessary, fur- 
thermore, in any fair and comprehensive 
analysis, to consider’ two other groups 
of agencies: the agencies which solicit 
contributions through independent ap- 
. peals, the so-called “independent” agen- 
cies, such as national voluntary agencies 
with state and local affiliates, and agen- 
cies which obtain their funds through 
membership in a federation of agencies, 


usually a united fund or community 
chest. 

The reasons for these views are mani- 
fold. Health and welfare services fre- ` 
quently cannot, and should not, be 
considered separately, for impairments: 
and improvements in the health status 
of an individual or group often have 
social and economic components which 
are of at least equal importance to the 
health factors. Numerous voluntary 
agencies and federations, furthermore, 
combine health and welfare activities. 
Many of the important problems now 
confronting voluntary agencies involve 
conflicts between national independent 
agencies and local federations. And, 


‘finally, much of the current debate and 


a number of the major problems of 
voluntary agencies can be resolved only 
at the local level, where both federations 
and independent agencies are found and 
where most, contributors and volunteers 
personally involve themselves in agency 
activities." 


GROWTH OF PUBLIC GIVING 


Today in the United States, more 
than 100,000 national, regional, and 
local voluntary agencies, which provide 


‘health or welfare services or both as 


their principal function, solicit contribu- 
tions from the general public on a wide 
scale to support a broad scope of activi- 
ties These agencies include individual 


organizations at the national, regional, 


and local levels, such as the American 
Heart Association and the Ameri¢an 
Red Cross on the national scene and 
family and youth service, recreation and 
rehabilitation organizations, as well as 


1 If the 100,000 fraternal, civic, veterans, and 
related organizations that sponsor some health ' 
and welfare activities and the 300,000 churches, 
most of which provide some form of health 
and welfare services, are included, over half 
a million private nonprofit organizations, ex- 
clusive of hospitals, are involved in serving the 
health and welfare needs of the American 
people. 
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TABLE {—CONTRIBUTIONS tc NONRELIGIOUS HEALTH AND WELFARE AGENCIES, 
SELECTED Years 1940-19701 
(Dollar figures in millions) ` 
1940 1945 1950 1955 1958 1965 1970 
Total contributions for all philan- . $ 
thropic purposes $1,249 | $3,229 | $4,466 | $5,913 | $7,364 | $10,410 | $13,070 
Total contributions to nonreligious 
health and welfare agencies $ 188/8 975 | $1,010 | $1,370 | $1,520 |$ 2,140 |$ 2,680 
Contributions to agencies with a pri- 
-mary interest in health? ; 
Amount : $ 38)$ 300i$ 3601$ 510;$ 570/$ 800/$ 1,000 
As per cent of total 3.0% | 9.3% | 81% | 10.2% | 7.7% | 7.7% | 7.7% 
Local agencies ee 
Amount $ 13|$ 25)$ 240)$ 220/)$ 245/$. 3401$ 425 
As per cent of total 1.0% | 0.8%.| 54%} 44% | 3.3%] 3.3% | 3.3% 
National agencies _ i 
. Amount $ 25}$ 275|$ 120}$ 290|$ 325|$ 460}$ 575 
As per cent of total 2.0% | 8.5% | 2.7% | 49% | 44% | 44% | 44% 
National agencies excluding i 
Red Cross ; 10;$ 431$ 551$ 195| 236; —= -3 
As per cent of total 0.8% | 1.3% | 1.2%] 33%) 3.3%] — — 
Contributions to welfare agencies 
Amount $ 150]$ 6758$ 650] $ 860|$ 9501$ 1,340]$ 1,68C 
As per cent of total | 12.0% | 20.9% | 14.6% | 14.5% | 12.9% | 12.9% | 12.9% 


Source: Exploratory Study of Voluntary Health and Welfare Agencies in the United States, 1961. 

1 Excludes contributions to churches and synagogues that are used for health or welfare purposes. 

? Includes contributions to national agencies and their local chapters (shown separately below) 
and to local health groups not affiliated with a national organization, such as an agency providing 
nursing services or hospital inpatient care. Excludes hospital construction. 


3 Not available. 


local affiliates of national agencies, on 
the community level. 

Public contributions to these 100,000 
agencies exceeded $1.5 billion in 1958, 
or one fifth of all philanthropic giving 
in the United States ($7.4 billion) .? 
Voluntary agencies with a primary in- 
terest in health received $570 millién 
and private welfare agencies $950 mil- 
lion. On the assumption that the Amer- 
ican public will continue to give at their 
current rate, contributions to voluntary 
health and welfare agencies can be ex- 
pected to rise to $2.7 billion in 1970, or 


2An additional $510 million was given to 
churches for their health and welfare programs 
within the United States. Thus, over $2 
billion, or more than one quarter of total 
American philanthropy, was contributed in 
1958 for health and welfare purposes. 


more than fourteen times the $188 mil- . 
. lion contributed in 1940 (see Table 1). 
Since there is no satisfactory way of 
estimating the monetary value of philan- 
thropy other than cash contributions to 
established voluntary agencies, the pre- 
ceding figures understate the true value 
of American charitable giving. Exam- 
ples of other forms of philanthropy are 
donations of food and clothing, cash 
contributions not made through organ- 
ized agencies, and the countless hours 
of valuable unpaid services given by 
millions of volunteers acting as fund- 
raisers, board members, or providers of 
services to the sick and needy. 4 
Current contributions to voluntary 
agencies also understate total spending 
by voluntary agencies, since the agencies 
have other sources of income, such as 
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accumulated capital, investrnent earn- 
ings, payments by clients, membership 
dues, and income from sale of goods, 
property, and publications. Current 
contributions, however, are the only 
form of income which can be estimated 
for voluntary agencies as a group. 


THE GROWTH oF AGENCIES 


The number and size of voluntary 
agencies have increased rapidly in the 
past two decades as the agencies have 
benefited from the great surge in chari- 
table giving: by the American people.® 

National and regional voluntary agen- 
cies with a major interest in health 
grew from fifteen in 1940:to approxi- 
mately 100 at the present time. By 
1958 these organizations raised at least 
$325 million compared with $15 million 
in 1940, They are expected to. receive 
$460 million by 1965 and $575 million 
by 1970, if they continue to maintain 
their current proportion of total philan- 
thropic contributions. 

The growth of welfare agencies has 
not attracted ds much attention as the 
increase in health organizations, ‘partly 
because most welfare agencies are local 
and not affiliated with a national organ- 
ization. The $950 million raised by 
nonreligious welfare agencies in 1958 
‘compares with $675 million obtained in 
1945 and $150 million in 1940. Based 
on current rates of giving, their receipts 
from contributions will rise to $1.3 bil- 
lion -in 1965 and $1.7 billion in 1970. 


3The significant growth of philanthropic 
contributions, reflects not only rising personal 
and corporate income in the United States, but 
also the increasing share of personal income 
after taxes and corporate income before taxes 
given for philanthropy. The share of personal 
income has rather steadily increased, from 1.4 
per cent in 1940 to 1.8 per cent in 1945 and 
2.0 per cent in 1958. Each person in the 
United States in 1958 gave an average of $36 
for philanthropy. Corporations -in 1958 con- 
tributed 1 per cent of corporate profits before 
taxes to philanthropy, as compared to 0.8 per 
cent for the span‘of years from 1936 to- 1958. 


United funds and community chests 
in the United States have expanded from 
549 in 1939 to over 2,000 in 1960 and 
now contribute to the budgets of over 
26,000 local, regional, and national 
member agencies. Their receipts from 
contributions have grown from $83 mil- 
lion in 1939 to over $440 million in 
1960. n 

Participation in united funds and 
community chests varies widely among 
the national yoluntary agencies, with 
some participating actively and others 
not at all. In 1958 united funds and 
community chests allocated $50 million 
to the American Red Cross—nearly 60 
per cent of the $89 million it received—: 
and $44 million to other national volun- 
tary agencies. Exclusive of the Red 
Cross, national voluntary agencies with 


‘a primary interest in health received 


in independent public appeals approxi- 
mately $175 million in 1958, or nearly 
three-fourths of their total income from 
contributions of $236 million. 


PATTERNS OF GIVING 


Donations from corporations and from 
individuals, both living and dead (death 
bequests), are the original sources of 
philanthropic funds. . Of the total of 
almost $7.4 billion in philanthropic con- 
tributions from all sources in 1958, 85.6 
per cent ($6.3 billion) was given by 
living Americans, 9.0 per cent ($669 
million) in death bequests, and 5.4 per 
cent ($395 million) by corporations. 

The proportions given for health and 
welfare purposes from these three 
sources vary considerably. Over 60 per 
cent of contributions by living indi- 
viduals in 1958 went for religious pur- 
poses, while nearly two-thirds of all 
death bequests over the past two dec- 
ades have been made for health and 
welfare activities. In 1947 two-thirds 
of the contributions of major corpora- 
tions also went to health and welfare, 
although by 1955, primarily as a result 
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of heightened corporate interest in edu- 
cation, this proportion had decreased to 
a little more than one third. Corporate 
philanthropy, however, rose significantly 
during this period, so that a comparison 
‘of dollar values of giving for health 
and welfare does not present as drastic 
a picture as a comparison of percentages. 

‘Corporations prefer, when making 
contributions for health and welfare, to 
give to united funds and community 
chests rather than to individual agencies, 
except for direct-donations to the Red 
Cross and hospitals. Forty per cent, or 
$77.6 million, of the contributions made 
to united funds and community chests 
in 1949 came from corporations, as com- 
pared with 35.7 per cent, or $152.5 
million, in 1958. Excluding amounts 
given to the Red Cross, corporate con- 
tributions made directly to national 
health agencies are quite small, amount- 
ing to about $10 million in 1958. 


AGENCY UsE oF CONTRIBUTIONS 


Despite the substantial investment in 
voluntary agencies, carefully evaluated 
‘information on their use of contributed 
funds is quite limited. The data gen- 
erally available are those prepared by 
individual agencies or special groups of 
agencies in the manner each chooses. 
The result of the wide variety of report- 
ing methods and categories of expendi- 
tures is a mass of information which 
does not readily lend itself to meaningful 
compilation and comparisons. 

An attempt has recently been made 
to analyze the income and expenditures 
of fifty-six national voluntary agencies.* 
Total income and expenditures reported 
by these agencies were, respectively, 
$292 million and $234 million. The 


4The. Exploratory Study of Voluntary 
Health and Welfare Agencies in the United 
States, Report of the Ad Hoc Committee ap- 
pointed and financed by the Rockefeller 
Foundation, New York, 1961. 


TABLE 2—EXPENDITURES OF 
Frery-srx AGENCIES 








Amount | PER CENT 
IN Mil- | or TOTAL 
LIONS OF | EXPENDI- 
DOLLARS TURES 
Organizational expenses |- 
and fund-raising $39 16.6 
Health information to the 
public and medical pro- 
fession 18 17 
Services to patients, pro- 
fessionals, and the 
public 73.8 31.6 
Research and professional : 
training 38 16.1 
Other 65 28.0 





large difference of $58 million between 
income and expenditures resulted pri- 
marily from the failure of several major 
agencies to report spending’ by their 
local chapters. In some cases, fur- 
thermore, agencies reported net proceeds 
rather than gross proceeds, thereby 
deleting information on fund-raising 
costs. : 

The analysis divided the expenditures 
of the fifty-six agencies into five general 
categories (Table 2). 

These data were derived from a review 
of financial reports prepared by the 
agencies and did not involve an evalua- 
tion of the internal decisions made by 
the agencies in originally allocating ex- 
penditures to various categories. Such 
a more detailed and accurately con- 
ducted study involving direct review of 
agency records might have significantly 
different results. 

` Although accounting and budgetary 
practices are generally better in united 
funds and community chests than in na- 
tional voluntary agencies which raise 
their funds independently, the funds 
and chests still do not usually have, 
either on the national level or in local 
communities, an adequate breakdown of 
expenditures by different program activi- 
ties. Only by extensive further research 
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would it be possible at the present time 
to obtain reliable data which would 
permit national compilations and com- 
parisons of expenditures among different 
groups of agencies. , 
Undoubtedly one of the greatest needs 
in the voluntary-agency field is more 
standardized information which will per- 
mit a clearer recognition of the social 
and economic role which voluntary agen- 
cies play in the total spectrum of health 
and welfare services in the United 
States. The public could also use such 
information to assist in its decisions 
about contributions of time and money 
to the agencies. 


COMPARISON OF GOVERNMENT AND 
PHILANTHROPIC SPENDING _ 


Although ‘philanthropic support for 
health and welfare programs has grown 
immensely in the past two decades, 
government spending for these purposes 
has increased even more rapidly. The 


result is that many functions once. 


largely performed by voluntary agencies 
have become joint responsibilities with 
government and, in some cases, assumed 
largely by government. 

Government expenditures for welfare 
programs in 1958, for example, were 
$26.3 billion, or nearly twenty times 
the $1.35 billion in philanthropic wel- 
fare contributions. In 1940 government 
spending was $3 billion and philan- 
thropic giving $200 million, or a ratio 
of fifteen to one. Although private 
giving for welfare rose sharply during 
World War II, the increase from 1945 
to 1958 was a modest 70 per cent— 
and it did little more than maintain 
1945 purchasing power, because it was 
accompanied by a 60 per cent climb in 
consumer prices. 


Government spending for health and - 


medical care in 1929 was $513 million, 
or 14.2 per cent of the total spent by 
consumers, industry, government, and 


philanthropic organizations. By 1958 
government expenditures had reached 
$5.8 billion, or 24.1 per cent of the 
over-all total of $23.9 billion. Philan- 
thropic contributions for health and 
medical care in 1958 were $680 million, ° 
or 3 per cent of all private and govern- 
ment spending for these purposes, as 
compared to $80 million and 2.2 per 
cent in 1928. Nearly one half of the 
$680 million in 1958, or $325 million, 
was given to some sixty national and 
regional voluntary agencies. 

Medical research expenditures of the 
federal ‘government increased some 
seventy times from 1940 to 1961, rising 
from $3 million (7 per. cent) of total 
spending of $45 million for these pur- 
poses in 1940 to an estimated $496 mil- 
lion (55 per cent) of the total in 1961. 


‘Only 6 per cent, or $30 million, of all 


medical research expenditures in 1958 
were made by national voluntary agen- 
cies—and more than half ($18 million) 
came from two agencies, the American ` 
Heart Association and the American 
Cancer Society. 

This tremendous growth of govern- 
mènt health and welfare activities has ` 
posed a major problem -of adjustment 
for voluntary agencies. And, since there 
is every indication of a continuing pace 
of government program expansion, this, 
process of adjustment may become even 
more acute. Federal government ex- 
penditures for medical research, for ex- 
ample, are conservatively estimated to 
rise to $1.6 billion, or 70 per cent, of the 
total in 1970. And health and medical 
care spending by government in 1970, 
based on a projection of only existing 
programs, will probably be at least two 
and a half times the dollar amount spent 
in 1958. 


Funp-RAISING CONTROVERSY 


Of all the controversies now surround- 
ing voluntary agencies, certainly the 
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most vocal and divisive has been the 
debate between advocates of independ- 
ent and federated fund-raising. This 
debate is not, as many people seem 
to assume, merely one of fund-raising 
methods. Certainly the philosophical 
approaches to fund-raising by the inde- 
pendent agencies and the member ‘agen- 
cies of united funds and community 
chests are quite distinct, with united 
funds and community chests conducting 
a single or federated campaign in each 
community for their member agencies 
and independent agencies seeking their 
funds in individual, separate campaigns. 

The conflict, in quite general terms, 
is really a competition for public support 
between . national agencies and local 
agencies, between health agencies and 
welfare agencies, and between special 
citizen groups and business and organ- 
ized labor. The independent voluntary 
agencies usually have a national organi- 
zation with a national health objective. 
They attract their citizen membership 
from a wide variety of individuals and 


professional groups interested in the - 


particular disease orientation of an 
agency. The American Cancer Society 
and the American Heart Association are 
examples, with their national health ob- 
.jectives to eradicate cancer and heart 
disease and with their policies under the 
strong influence of physicians. On the 
other hand, united funds and com- 
munity chests are predominantly com- 
posed. of local agencies with local 
interests, principally in the welfare field. 
Businessmen and, to a lesser degree, 
organized labor have been the backbone 
of their efforts. 


And the businessman has been in the. 


center of the rising debate between inde- 
pendent and federated agencies. Prob- 
ably the single most important factor 
originally precipitating this debate was 
the struggle between these two groups 
of agencies for the right to solicit funds, 
immediately and through periodic pay- 


roll deductions, in business enterprises. 
In most cases, the businessmen, with the 
support of labor, finally sided with the 
federations because, in their terms, fed- 
erations are more efficient. The single, 
or federated, fund-raising campaign for 
a number of member agencies has, with- 
out doubt, been one of the major ad- 
vances in the voluntary agency’ field. 
Efficiency in fund-raising, however, can- 
not be necessarily equated with effi- 
ciency in fund-spending—and federations 
have been, for the most part, far more 
successful in the former thari the latter. 

Nevertheless, the independent national 
voluntary agencies have generally been 
denied the right to make in-plant solici- 
tations. Instead, they have sought funds 
through a wide variety of direct appeals 
to the public, oftén with greater success 
than the federations. 

There is no good reason to presume 
that the conflict between the independ- 
ent agency and the federation will di- 
minish -in the near future. In fact, it 
may become more strident, for there are 
indications that the rate of public con- 
tributions to both groups may gradually 
level off. With this leveling, and with 
rising costs of current activities and 
agency desires for new programs, the 
competition for funds may realistically 
become even more intense. 

The major independent national vol- 
untary agencies will not, of their own 
free will, join federations on the na- 
tional or local scene, for they have been 
too successful in their separate efforts. 
And there presently are no compelling 
third-party forces—and probably should 
not-be—to make them do what they 
strongly do not want to do. 

United funds and-community chests— 


‘dominated by local interests and faced 


with insufficient funds for their current 
member agencies—are not able, in many 
cases, to balance fairly the needs of na- 
tional and-local agencies. Federations 
are, after all, only human and respond 
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more readily to the immediate, more 
. vocal, and, therefore, effective demands 
of local groups, even though a national 
need may be more critical. 


PLACE FOR DIFFERENT METHODS 


Reasonable differences in philosophies 
and methods of fund-raising among 
voluntary agencies can be legitimate. 
There certainly seems to be a place for 
national organizations with national, 
state, and local affiliates which raise 
their funds independently to serve pri- 
marily national purposes. Just as neces- 
sary and important are the agencies 
which are concerned with the problems 
in each community. and which obtain 
their contributions through joint fund- 
raising appeals. i 

Many people believe, however, that 
the interests of voluntary agencies and 
the growth of their health and welfare 
services to serve the American people 
are impaired, and perhaps threatened, 
by the increasing tempo and unreason- 
ableness of the fund-raising controversy. 
The agencies, both the independent or- 
ganizations and those in federations, 
have. not themselves demonstrated an 
ability to deal satisfactorily with this 
paramount issue. In fact, they appear 
to be girding even more for battle. 

There are indications that moderating 
third parties, such as government and 
private nonagency study commissions,® 
should be brought upon the scene, not to 
regulate directly the programs of volun- 
tary agencies, but to develop mecha- 
nisms for supplying better information 
to create a, more informed, more dis- 
criminating contributing public. For 


example, uniform accounting and finan- 


5 The Exploratory Study of Voluntary 
Health and Welfare Agencies in the United 
States (see footnote 4) recommended in July 
1961 the appointment of such a commission 
of informed private citizens for 4 period not 
to exceed five years. ` i 
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cial reporting for voluntary agencies, 
reasonably applied by the agencies and 
supervised in its application by ac- 
counting organizations and other inter- 
ested groups, is potentially one of the 
most progressive, most illuminating steps 
which could be taken in this direction: 


Funp-Ralsine Costs 


The tremendous competition for the 
charity dollar has resulted in often 
uncertain and sometimes misleading sta- 
tistics from voluntary agencies on their 
use of ‘the public’s contributions. In an 
attempt to present the most desirable, 
attractive image to stimulate the pub- 
lic’s giving impulse, agencies are inclined 
to take unreasonable liberties in com- 
puting the various shares of their income 
which go for different purposes. The 
tendency is to overstate funds spent. 
for services and to understate expendi- 
tures for administrative and fund-raising 
costs. 

Agencies are in a position to do this, 
since, for the most part, they determine 
their own accounting policies and pre-. 
pare their own financial statements. 
Audits by certified public accountants, 
who have no standardized accounting 
principles in the voluntary agency field . 
to guide them, usually are only checks 
against fraud: These audits generally 
do not review the accuracy of alloca- 
tions of expenditures by the agencies to 
their various program activities. 

Voluntary agencies that participate in 
single or federated campaigns, for ex- 
ample, frequently state their fund- 
raising costs as that of the united fund 
or community chest, often said to be: 
less than 5 per cent. A more accurate 
computation of individual agency fund- 
raising expenses in these federations 
would require the inclusion of the costs 
which are necessary to raise all contribu- 
tions regardless of the source. Further- 
more, united funds and community 
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\ 
chests, which are basically fund-raising 
organizations—-the member agencies in- 
dividually spend the funds—do not gen- 
erally include, as fund-raising expenses, 
the monetary value of the time spent on 
financial solicitation endeavors by mem- 
ber agency personnel. The separateness 
of fund-raising and fund-spending or- 
ganizations in federations leads to these 
misleading figures. 

Because independent agencies are 
both fund-raising and fund-spending 
organizations—and, therefore, must in- 
clude in their financial statements both 
types of activities—they are not in a 
position to prepare as favorable sta- 
tistics on fund-raising costs. There 


seems to be little doubt that accurately - 


and fairly computed fund-raising costs 


of united funds and community chests, — 


in many situations, would be larger 
than the amounts and percentages they 
usually state. ~ : 

The uncertainty of factual data on 
expenditures is not substantially dif- 
ferent with voluntary agencies which 
raise their funds in independent cam- 
paigns. Fund-raising costs reported to 
contributors by ten major independent 
national voluntary health agencies,® for 
example, recently ranged between 7 and 
15 per cent. The Board of Social Serv- 
ice Commissioners of Los Angeles, a 
government agency that audits and re- 
ports annually on organizations within 
their jurisdiction, reports fund-raising 
costs of 12.5 to 36.2 per cent for the 
local campaigns of these same ten agen- 
cies. The wide discrepancy arises pri- 
marily from differences in allocation of 
costs between fund-raising and public 


6The American Cancer Society, American 
Heart Association, Arthritis and Rheumatism 
Foundation, Muscular Dystrophy Associations 
of America, National Association for Mental 
Health, National Foundation, National Soci- 
ety for Crippled Children and Adults, National 
Tuberculosis Association, Sister Elizabeth 
Kenny Foundation, United Cerebral Palsy 
Associations. 


‘during the past twenty years. 


_cies would result, 
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education, with many agencies assigning 
part of fund-raising expenses to edu- 
cation. 

Standardized accounting, applied 
equally to independent agencies and 
federations, appears to be the only 
feasible solution on the horizon for 
understandable, accurate statistics on 
fund-raising costs as well as accurate 
data on other disbursements by volun- 
tary agencies. The present situation 
breeds nothing more than greater con- 
fusion. 


ORGANIZATION 


The vociferousness of the controversy 
over fund-raising methods has fre- 
quently misdirected the public mind 
from an equally if not more important 
issue. ‘That issue is the capacity of vol- 
untary agencies to fulfill modern-day, 
significantly altered responsibilities with | 
an organizational and administrative 
structure that has changed but little 
The 
basic theme of the numerous questions 
now being asked with increasing fre- 
quency about voluntary agencies princi- 
pally concerns the agencies’ competence 
to carry out the roles which American 
society. has assigned to them, not the 
need for the agencies’ services. 

The growing complexity of commu- 
nity health and welfare programs, the 
rapid multiplication of voluntary agen- 
cies, and the phenomenal increases in 
public giving all require much greater 
co-operative action by voluntary agen- 
cies, among themselves and with ex- 
panding government agencies, and in 
general community-wide planning for 
health and welfare services. Agencies 
in and out of federations need to demon- 
strate greater ability to terminate, mod- 
ify, or consolidate programs when a 
better, more effective structure of agen- 
It is to be seriously 
questioned whether over 100,000 volun- . 
tary agencies are required at the present 
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time to provide private health and wel- 
fare services in the United States. 
Regardless of the number, voluntary 
agencies, whether in federations or inde- 
pendent, need to give greater evidence of 
constructive co-operation in the develop- 
ment and provision of health and wel- 
fare services, if they are to fulfill these 
important functions: ; 


` (1) Determine new motidds to im- 
prove the health and welfare of 

` the American people. 
(2) Demonstrate practical means by 
which these improvements may 


be made by both voluntary and 


government agencies. 

Inform the general public and 
the interested professions. 
Supplement government programs 
with personnel, facilities, and 
services. ' 


(3) 
(4 


{w 
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i 
(5) Protect the public interest by 
working for effective government 
agencies. 
Develop comprehensive, balanced 
community health and welfare 
programs. j 
Promote and maintain legislation ` 
in the public interest. i 
Support research into the causes 
of disease, deprivation, and in- 
adequate services. 


(6) 


(7) 
(8) 


The responsibility for providing accu- 
rate data to the public, modernizing 
voluntary agency structure, and 
strengthening joint planning lies at pres- 
ent directly with voluntary agencies, for 
they have been given a unique, almost 


‘complete freedom to determine their 


own policies, ‘even though they are ` 
clearly instruments of public policy 
supported by public contributions. 


fi 


Meeting the Health Needs of Low-Income Families 


By PEARL BIERMAN 


Asstract: Individuals and families with incomes insufficient 
to meet their medical expenses cannot necessarily in all states 
and communities count upon assistance from voluntary or 
public medical care programs. A number of states have not 
taken full advantage of federal matching funds in the federal- 
state public assistance programs to provide for the medical 
needs of recipients. Relatively few states meet all medical 
requirements of needy persons. Although there is consider- 
able interest and some programs have been developing in the 
new category of Medical Assistance for the Aged, which was 
authorized by congressional action in 1961, the states in gen- 
eral are not achieving the congressional intent of a program 
with liberal eligibility requirements and a broad scope of. 
services. . 


Pearl Bierman, M.A., Chicago, Illinois; is Medical Care Specialist on the staf of the 
American Public Welfare Association, Chicago, a position she has held since 1952. Previ- 
ously, she directed the state-wide medical assistance program of the Illinois Public Aid 
Commission. She.is currently-a member of the Medical Advisory Committee to the 
Federal Bureau of Old Age and Survivors Insurance and belongs to the consultant group 
advising the Federal Bureau of Public Assistance on medical matters. ‘She recently 
served on the Advisory Committee to the National Health Survey of the Department 
of Health, Education, and Welfare and is a fellow of the Medical Care Section, American 
Public Health Association. : 
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HE United States rightfully takes 

pride in its major scientific advances 
in medical knowledge and practice. 
With the further fact that the country’s 
gross national product has now exceeded 
$500 billion, it is indeed paradoxical 
that there must be justifiable concern 
over the extent to which persons of low 
or no income have access to essential 
medical care. Food, shelter, clothing, 
and medical care are recognized as re- 
quirements for any human being. As 
set forth in 1952 by the President’s 
Commission on the Health Needs of 
the Nation: “Access to the means for 
attainment and preservation of health 
is a basic human right.” But not all 
our citizens can yet be assured medical 
care through their own or their families’ 
resources, through voluntary programs 
or services, or through government help. 


Wuo Are Low-Income FAMILIES? 


It has been estimated that in 1959 
almost one fifth of the families in this 
country, with nearly one quarter of the 
children, had low incomes. These fami- 
lies ‘are defined as those with “incomes 
below the taxable limit under present 
federal income tax laws—that is, less 
than $1,325 for a mother and child and 
less than $2,675 for a married couple 
with two children and $4,000 for a 
family of six.”? In addition to these 
low-income families with children, other 
millions of family units, particularly 
those with one or two aged individuals, 
represent another large group of low- 
income persons. 

Large numbers in both groups are 
recipients of some form of public assist- 
ance. For December 1960 the Social 
. Security Administration reported the 
following totals (rounded): Old Age 
Assistance (OAA)—2,332,000 persons; 


1 Lenore A. Epstein, “Some Effects of Low 
Income on Children and Their Families.” 
Social Security Bulletin, Vol. 24 (February 
1961), No. 2, p. 12. 


sons; 
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Aid to the Blind (AB)—107,600 per- 
Aid to Dependent Children 
(ADC)-—-806,300 families (2,378,200 
children); Aid to the Permanently and 
Totally Disabled (APTD)—374,000 
persons; General Assistance (GA)— 
431,000 families (count of persons un- 
known). These totals do not include 
persons receiving assistance under the 
new program of Medical Assistance for 
the Aged (MAA), which was in opera- 
tion in several states.in November, nor 
do they include GA cases receiving only 
vendor payments for medical. care.? 
Although the income position of the 
aged is much improved in comparison 
with past years when Old Age and Sur- 
vivors Insurance (OASI) benefits were 
not as widely received, this is still 
largely a low income group. Other low 
income groups can be identified among 
recipients of unemployment compensa- 
tion benefits and workmen’s compensa- 
tion and among marginal workers, par- 
ticularly the migratory workers. The 
migratory labor force is made up of 
individuals with a very low earning 
potential who are paid little while em- 
ployed, who have only seasonal employ- 


‘ment, and who generally do not qualify 


for medical or other assistance from 
public funds in the communities where 
they work because they cannot meet 
legal residence or settlement require- 
ments. 


* MEDICAL NEEDS 


Low-income families do not neces- 
sarily have a much higher incidence of 
disease and disability than their coun- 
terparts at other income levels. It is 
clear, however, that their medical needs 
are not met as well. The National 
Health Survey reports that the amount 
of medical care received by a family 
was found to be related to family in- 

2“Current Operating Statistics,’ Social Se- 


curity Bulletin, Vol. 24 (April 1961), No. 4, 
Tables 21, 22, 23, 24, 25, pp. 38-40. 
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come. For example, with respect to 
children and young persons under 
twenty-five, those from families with 
incomes of $4,000 or more visited physi- 
cians more frequently than those from 
families with lower incomes. -In the 
younger age groups, particularly, the 
rates for children in higher income fami- 
lies were one and one-half times the 
rates for children in lower income fami- 
lies. The difference does not appear to 
reflect variations in need for medical 
care, since there is no relationship shown 
between the number of days missed 
from school, or the number of days of 
restricted activity, and the income level. 
Similarly, in the five to fourteen year 
age group, children in the higher income 
families had a rate of dental visits three 
times that’for children from lower in- 
come families.® 

Another report by the National 
Health Survey gives similar data for 
older persons. Persons sixty-five years 
and older living as members of. families 
whose known income was less than 
$2,000 averaged 6.5 physician visits per 
year outside hospitals, while those in 
families with known income of $7,000 
or more saw a physician an average of 
8.7 times per year. Similarly, the rate 
of dental visits for persons sixty-five 
years and older was progressively higher 
as the amount of family income in- 
creased.* 

Persons receiving public assistance in 
the federal-state financed categories 
(OAA, ADC, AB, and APTD) represent 


` 3 Department of Health, Education, and’ 


Welfare, Public Health Service, Health Sta- 
tistics from the U. S. National Health Survey, 


Children and Youth, Selected Health Charac- - 


teristics (Washington, D. C., October 1959), 
pp. 35, 42. 

*Department - of Health, Education, and 
Welfare, Public Health Service, Health Sta- 
tistics from the U. S. National Health Survey, 
Older Persons, Selected Health Characteristics 
(Washington, D. C., December 1960), pp. 45, 
47, 
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a group whose need for public assistance 
itself often arises from illness. Substan- 
tial numbers of all new ADC families 
applying for assistance are in need be- 
cause of the illness or disability of the 
father, while others need help because 
of the premature death of the father. 
Large numbers of OAA recipients are 
incapable of productive employment be- 
cause of advanced age, chronic illness, 
or impairment, and by definition all AB 
and APTD recipients are dependent 
because of disabilities which generally 
need medical supervision or correction. 


Resources For CARE 


Tax-supported. programs providing 
medical care for the needy and medi- 
cally needy include general medical care 
programs administered by public welfare 
or public health departments (discussed 
in detail below), crippled children’s 
services, vocational rehabilitation pro- 
grams, and state and local public med- 
ical institutions and services. The scope 
of services in and eligibility for public 
general medical care programs vary 
greatly among the states. Public gen- 
eral hospitals and public clinics are also 
unevenly available as a resource for this 
group. 

Voluntary programs and services are 


_far from sufficient to meet the need in 


any given community. Voluntary hos- 
pitals and clinics are less and less able 
to provide large amounts of free care, 
and support from community chest 
funds is not sufficient to make up the 
deficits which often result when govern- 
ment does not pay the total cost of care 
given by these institutions. In some 
states where public programs are lim- 
ited, physicians have indicated that they 


‘will give charity care, but this, too, has 


been found unsatisfactory and without 
assurance that individuals have care 
available to them ‚when needed. The 
disease-oriented voluntary organizations, 
each operating in its own area of in- 
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` terest, do provide some direct services 
to patients, but most often this is on a 
very limited basis and can only be used 
as a resource for specialized care. 


PUBLIC ASSISTANCE 


Government responsibility for provid- 
ing for the unmet medical requirements 
of the needy and medically needy has 
long been accepted in principle. In 
1955 the Joint Conference Committee 
on Medical Care for the Indigent, repre- 
senting the American Dental Associa- 
tion, American Hospital Association, 
American Medical Association, Amer- 
ican Public Health Association, and 
American Public Welfare Association, 
adopted a statement of principles, “Tax- 
Supported Personal Health Services for 
the Needy,” which represented the 
‘thinking of the joint group with respect 
to a guide for the provision of personal 
health services required by those indi- 
viduals who are unable to obtain them 
through their own resources or with the 
assistance of their families or voluntary 
agencies. Acceptance of the principle of 
governmental responsibility, however, 
does not always mean that, in practice, 
governmental units, through assistance 
programs or by other means, meet the 


medical requirements of needy and 


medically needy persons. 

A brief historical review of the med- 
ical aspects of the federal-state public 
assistance programs will point up some 
of the reasons for this. Prior to the de- 
pression of the 1930’s, when the federal 
government, through the Federal Emer- 
gency Relief Administration (FERA), 
first became involved in financial assist- 


ance to the needy, the states and locali- ` 


ties handled the medical problems of 
the indigent or paupers, as they were 
often styled, in a great variety of ways. 
Medical care was most often provided 


5 Public Welfare, Vol. 13 (October 1955), 
No. 4, pp. 183-184. 
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through charitable or public institutions 
and services, such as city or county 
physicians, and the purchase of medical 
care for the needy from community 
facilities and practitioners serving the 
total population, as is done so largely: 
today, was relatively unknown. Under 
FERA, the federal government in 1933 
established rules and regulations author- 
izing the provision of medical, nursing, 
and dental care to recipients of unem- 
ployment relief. The important policy 
was enunciated that the traditional 
patient-physician relationship should be 
preserved, with payment for services at 
an agreed schedule of fees. One year 
later, twenty-six states had a formal 
program conforming to the federal regu- 
lations, but few of these were found to 
be providing adequate medical care or 
to be free from administrative difficul- 
ties. The average expenditure per 
month, for the country, was ten cents.® 

The Social Security Act was passed in 
1935, with separate titles establishing 
the’programs of Aid to the Blind, Aid 
to Dependent Children and Old Age 


Assistance, and the federal government 


withdrew from direct assistance to the 
unemployed, although federal funds con- 
tinued to reach this group of needy for 
several years longer through the Works 
Progress Administration. The Social 
Security Act required that state and 
local welfare agencies administering the 
public. assistance categories, if federal 
funds were to be used for medical care, 
give ‘the recipient a money payment en- 


_abling him to pay his own bills. Many 


problems arose because of this limita- 
tion, even though in principle the idea 
of making it possible for the recipient 
to function like anyone else in the com- 
munity was a good one. In 1950 the 


6G. St. J. Perrott, Medical Care Under Fed- 
eral Emergency Relief (Washington, D. C.: 
Federal Security Agency, Public Health Serv- 
ice, December 1950), pp. 1-3. (Mimeographed 
report originally issued in 1934.) 
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federal law was amended to include a 
new category,. Aid to the Permanently 
and Totally Disabled, and to make it 
. possible for vendor payments for med- 
ical care, in all four programs, to be 
made directly to the source of care. 
The federal matching formula was not 
changed, however, so that there were 
still serious limitations on the funds 
available for medical care unless a state 
chose, as few did, to use large sums of 
unmatched state or local monies to meet 
medical need on an adequate basis. In 
1956 the federal formula was again 
amended, establishing for a two-year 
period a separate matching formula for 
medical care and, for the first time, 
providing additional and earmarked 
funds for medical expenses. This for- 
mula had advantages and disadvan- 
tages; it was’ finally decided that the 
latter outweighed the former and 
Congress again amended the matching 
formula. 

The current matching formula in the 
federal-state programs averages all pub- 
lic assistance expeditures, whether made 
through the money payment or in the 
form of vendor payments, to determine 
the per capita monthly expenditure in 
„each assistance program. Federal junds 
are then claimed on a formula which 
includes a variable percentage factor 
related to each state’s per capita income 
and applied up to a maximum on federal 
matching. In October 1960 the matching 
formula in Old Age Assistance bécame 
somewhat more favorable than for the 
other three categories. In May 1961 
this formula was further liberalized by 
Congress. 
federal financial participation has made 
additional funds available to all states. 
In those states where comprehensive 
medical care programs existed when this 
method of determining the federal share 
first became effective in 1958, the new 
money has been used to increase stand- 
ards of maintenance assistance, if neces- 


Over all, this method of. 
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sary, or, in some instances, has made it 
possible, because of the replacement of 
state funds by federal funds in the cate- 
gories, to divert more state money to 
improved financing of the General As- 
sistance program. 


» 


GENERAL ASSISTANCE 


General Assistance is the program, 
sometimes known as “direct relief,” 
“general relief,” or “home relief,” which 
provides financial aid to needy persons 
not qualifying under one of the federal- 
state financed public assistance pro- 
grams. It is financed by state and/or 
local funds and in some states is not 
available in all localities. A major way 
in which GA differs from the federally 
supported categories is that there are 
often no mandatory standards estab- 
lished state-wide. In twenty-seven 
states, GA is administered or supervised 
by the state public assistance agency, 
but, even in some of these, the super- 
vision applies only to those units re- 
ceiving state funds. In the remaining 
states, the state agency has specifically 


„limited responsibility not amounting to 


supervision or has no responsibility at 
all for the local agency’s GA. program.’ 
Although many states report that med- 
ical aid is available through the GA 
program, both for persons receiving 
maintenance assistance and for those re- 


_ quiring only medical aid, the scope and 


amount of health services provided tends 
to vary between wide limits just as it 
does in the categorical assistance pro- 
grams. Indeed, in far too many locali- 
ties, there is neither GA nor any other 
public source to which the individual 
may turn for medical aid, or the service 
available may be very limited. 


7 Department of Health, Education, and 
Welfare, Bureau -of Public Assistance, Charac- 
teristics of General Assistance in the United 
States (Washington, D. C., November 1959). 
p. 9.- A 
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PURPOSES 


Another amendment to the public 
assistance titles of the Social Security 
Act which, became effective in 1956 set 
forth for the first time congressional in- 
tent as to the purposes of the public 
assistance programs: Old Age Assist- 
ance—to help individuals attain self- 
care; Aid to the Blind and Aid to. the 
Permanently and Totally Disabled—to 
help individuals attain self-support or 
self-care; Aid to Dependent Children—- 
to help maintain and strengthen family 
life and to help parents or relatives to 
attain the maximum self-support and 
personal independence consistent with 
the maintenance of continuing parental 
care and protection. The more progres- 
sive states have long had similar state- 
ments of program objectives in their 
public assistance laws, often citing these 
with respect to General Assistance as 
well. ` 

It is important to consider these 
legally established purposes in relation 
to the provision of medical assistance 
in the public assistance programs.. The 


objectives of a medical assistance pro-. 


gram are identical with those of the 
total public welfare program. In- pro- 
viding medical care, the assistance 
agency is meeting one of the recipient’s 
basic needs 
fundamental concepts of public welfare 


and is preventing and reducing eco-- 


nomic dependency to the extent pos- 
sible. Put another way, through med- 
ical care as well as through all the other 
services the agency offers, the public 
assistance program strengthens family 
_ life and assists recipients to achieve the 
highest feasible degree of self-care and 
self-support. 

The objectives of medical assistance 
Plugrams, then, differ in major ways 
from tnose of commercial or nonprofit 
health insurance. The administrative 


in accordance with the ` 
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agency is concerned.. with much more 


- than just meeting the cost of medical 


care. These objectives cannot possibly 
be.achieved without comprehensive med- 
ical care programs in public assistance— 
programs in which all essential services 
are available to the recipients. Services 
cannot be considered available if the 
circumstances surrounding their pro- 
vision are such that they are not acces- _ 
sible to all. under circumstances which 


-encourage the recipient to make use of 


them. The agency which says, “We do 
not pay for physicians’ services because 
doctors do not.want to be paid; they 
will give charitable service to any who 
need it,” cannot give the community or 
the recipient assurance that he can re- 
ceive the care he needs or the care he 
thinks he needs, which sometimes is - 
equally important. The agency which 
does not pay for hospital care on a basis 
related to cost or which places stringent 
limitations on the days of hospital care 
cannot meet the needs of the families it 
serves. The program which does not — 
have a state-wide plan for financing 
medical assistance, because the law says 
that this is the responsibility of the 
local governmental unit, also is not 
usually able to assure the community or- 
the recipient that this responsibility 
will be fulfilled by the local unit and 
that all will receive care of equal scope 
and under equitable circumstances. 
And the program which, for financial or 
other reasons, provides medical care 
only under certain circumstances, such 
as advanced or life-endangering stages 
of illness, cannot achieve the legal ob- 
jectives. Medical care for the needy 
and medically needy should be available 
at an early stage of illness so that con- 
ditions can be prevented from progress- 
ing to the stage where costly care and 
the services of others .are required. 
Finally, in relation to comprehensiveness 
in medical assistance programs, the in- 


MEETING THE HEALTH NEEDS oF Low-Income FAMILIES 


divisibility of health services cannot be. 
emphasized too much. This is one time 
when the whole is much more than the 
sum of all its parts. 


Scope AND Cost 


Summary information on medical and 
remedial care provided by state public 
assistance agencies through vendor pay- 
ments in Old Age Assistance, Aid to the 
Blind, Aid to Dependent Children, and 
Aid to the Permanently and Totally 
Disabled was compiled by the Bureau 
of Public Assistance, Department of 
Health, Education, and Welfare, as of 
June 1960. An analysis of the pro- 
visions in Old Age Assistance, which is 
generally equal to or more liberal in 
scope of services than the other categor- 
ical programs, provides an interesting 
view of the variation in programs among 
the states. Twelve states ë made vendor 
payments for all essential personal 
health services, although these were re- 
stricted in quantity or circumstances in 
some states; seven made payments for 
all but nursing home care, which was 
presumably financed through the money 
payment; eighteen: made payments for 
two to four services, with four of these 
providing hospital care and nursing 
home care only; three states provided 
nursing home care only; three more 
hospital care only; and eleven made no 
vendor payments for medical care. For 
the most part, there seems to be a direct 
correlation between the degree to which 
a state takes responsibility for meeting 
the medical need, of public assistance 
recipients and the use of vendor pay- 
ments. Several provided extensive serv- 
ices, however, through health depart- 
ment facilities, and there was one state 
which used the money payment, that is, 
payment directly to the recipient rather 
than to the source of care, for financing 

The term “states” through the remainder 


of this paper includes District of Columbia, 
Puerte Rico, Virgin Islands, and Guam. 
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a fairly comprehensive medical care 
program.® ; 

As of April 30, 1961, four of the states 
in the “no payment” group have imple- 
mented provisions for OAA payments to 
medical vendors and two others have 
legislative authorization becoming opera- 
tive at a later date. One of these states 
passed the necessary legislation prior to 
the passage of the 1961 Social Security 
Act amendment which made additional 
payments available in Old Age Assist- 
ance. The others were apparently influ- 
enced by the availability of increased 
federal matching. Similarly, nineteen 
states have expanded services provided 
in their OAA programs and three addi- 
tional states have expanded the coverage 
of aged persons by including certain indi- 
viduals not previously eligible. It is to 


be hoped that this expansion of program - 


in the Old Age Assistance category will 
eventually be extended to the cther cate- 
gories even though the federal matching 
provisions are not as favorable. 
Examination of the cost of a com- 
prehensive medical assistance program 
will explain to'some extent the reluc- 
tance of some of the low-income states 
to meet all the medical needs of public 
assistance recipients. In December 
1960 the national average of vendor 
payments for medical care per person 
receiving assistance was: OAA—$10.94, 
ADC~—$1.80, AB—$6.09, and APTD— 
$12.24, The ten highest states ranged 
from $25.44 to $52.30 in their average 
monthly -OAA medical vendor ` pay- 
ments.?° This- wide range is in part 
due to differing state policies with re- 
spect to use of vendor payments for 
nursing home care. These figures make 
9 Facts and data collected by the Bureau of 
Public Assistance, Department of Health, Edu- 


cation, and Welfare, in May 1961, when pub- 
lished will give the first complete picture of 


characteristics of the medical assistance aspects 


of the public assistance programs. 


10- Social Security Bulletin, Vol. 24 (April . 


1961), No. 4, p. 36. 
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an interesting comparison with the aver- 
age cost of ten cents per month under 
FERA in 1933. 


ADMINISTRATIVE 


Most frequently, medical assistance 
programs for the needy are administered 
directly by the administrative agency, 
usually the welfare department, on a 
fee-for-service basis. There has been 
some experimentation in recent, years, 
however, with other approaches. 

Currently, a few states. have arrange- 
ments whereby the state health depart- 
ment, under contract with the state 
welfare department, administers medical 
assistance for the needy. The welfare 
department must retain the basic ad- 
ministrative responsibility since the fed- 
eral government, under law, can deal 
only with one state agency in relation to 
federal financial participation in a public 
assistance program. The only state in 
which a program of this kind is compre- 
hensive is Maryland, where public as- 
sistance funds do not finance the total 
program but are used primarily for home 
and office care, with hospital care fi- 


` nanced from state funds appropriated 


directly to the health department. The 
several other states in which the health 


‘department has responsibility under -a 


contract arrangement have quite limited 
programs. 

The state of Washington has had 
experience with both health department 


and welfare department administration. . 


Currently, the program, a comprehen- 
sive one, is back in the welfare depart- 
ment but is administered at* the local 
level through medical service bureaus 
which are the fiscal arms of the county 
medical societies. With a staff of screen- 
ing physicians provided by the welfare 
department, these offices handle all au- 


` thorization of and payment for medical 


care of public assistance recipients and 
the medically needy. 
in Colorado, the welfare department 
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- has entered into an arrangement with 


Blue Cross and Blue Shield. In OAA, this 
is a cost plus contract, but, in ADC and 
AB, the state has an insurance contract 
with the Blue plans and pays premiums 
for each recipient. The coverage while ` 
not comprehensive does provide major 
services, although a recent cutback in . 
service has been necessary because of 
financing problems. Nevada has a con- 
tract with the State Medical Association, 
which serves as the operating agency, 
on the basis of a per capita payment for 
each person on the recipient rolls in the 
OAA and AB programs. This program . 
is limited to practitioner services in the 
home and office, drugs, and limited 
amounts of dental care. ' 

Administrative structure, no matter 
how effective, cannot counteract the ill- 
effects of poor organization of health 
services, a problem which exists to some 
degree for all patients but more par- 
ticularly for the low income or needy . 
patient who is further handicapped in 
making use of the services and facilities 
that exist in his community. 


ASSISTANCE FOR THE AGED 


The most recent development in gov- 
ernmental financing of medical care for 
a low income group is Medical Assist- 
ance for the Aged, a program which was 
a compromise between the many sug- 
gestions for financing health care of the 
aged which were discussed by the Con- 
gress in 1959 and 1960. The Kerr-Mills 
bill, which resulted in the Social Se- 
curity Act amendments of 1960, has 
become most widely known because it 
created the MAA program and pro- 
vided for additional federal financing of 
medical care in’ Old Age Assistance. 
MAA provides federal matching funds 
to the states for programs of medical 
assistance to low-income, aged persons 
who have sufficient income to meet their 
needs except for medical care. The 
legislative history of this amendment to 
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the Old Age Assistance title of the Social 
Security Act makes it clear that Con- 
gress hoped that states would offer broad 
programs of medical services, including 
preventive health services, to all aged 
persons who are not receiving OAA but 
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who do not have the income and re- 
sources to pay for the medical services 
they need; that the states would be 
given considerable latitude in deciding 
the scope of the program both with 
regard to the kind and extent of serv- 


TABLE 1—Srare PROGRAMS OF MEDICAL ASSISTANCE FOR THE AGED IN OPERATION 
May 1, 1961: Major ELIGIBILITY AND SERVICE PROVISIONS 








__. STATE AND ^ 
EFFECTIVE DATE 


PERMISSIBLE AMOUNTS OF INCOME & ASSETS 


Scope OF MEDICAL SERVICES 





Kentucky 
January 1960 


and $750 for couple. 


Massachusetts 
October 1960 





$2000 and $3000. 
Michigan 

October 1960 

couple $2,000. 

New York 


April 1961 


| month for personal expenses. 


Oklahoma 
October 1960 


in small business. 


Maximum annual gross income: single 
person $1,000; couple $1,500. Home- 
stead exempt; other nonincome pro-} ment of acute, emergency, and life- 
ducing real property not to exceed 
$5000. Cash surrender value of insur- 
ance $3,000; all other personal prop- 
erty limited to $500 for single person 


Income considered available for medi- 
cal costs when in excess of $1800 for 
single person or if married and appli- 
cant is husband; $2700 if applicant is 
wife. Persons not needing place of resi- 
dence apart from a medical institution 
retain $15 a month for personal needs. 
Real estate other than homestead dis- 
qualifies; personal property maximums 


Maximum annual income: single per- 
son $1,500; couple $2,000. Homestead 
exempt; maximum liquid or market- 
able assets: single person $1,500; 


Annual income over $1800 for single 
person and $2600 for couple considered 
available for medical expenses. Assets, 
maximum $900 for single person and 
$1300 for couple. Persons confined to 
nursing care institution retain $10 per 


Annual maximum income for single 
person occupying own home: $924; 
renting or making payments on home: 
$1,188. For couple, $1,360 and $1,824. 
Equity in home $8,000; other resources 
vary up to a maximum of $2,500 equity 


Physicians’ services in home and office 
limited to two visits per month for treat- 


endangering conditions. Hospital care 
for similar conditions limited to 3 days. 


Physicians’ services in home, office, 
clinic; hospital and skilled nursing home 
care; diagnostic and preventive services; 
dental care; drugs, appliances, nursing 
care and physical therapy; all other 
medical or remedial services recognized 
under state law and in accordance with 
Department’s plan. 


Services not to exceed those provided by 
Michigan Blue Cross and Blue Shield as 
of Sept. 1, 1960: standard hospital in- 
patient coverage; physicians’ services in 
office or clinic limited to emergency 
treatment and specified tests. 


Physicians’ services, hospital and nurs- 
ing home care, out-patient hospital or 
clinic services, drugs, prosthetic appli- 
ances, physical therapy, home nursing. 
Excluded: services of dentists, optome- 
trists, podiatrists; dentures, eyeglasses, 
and artificial eyes. 


In-patient hospital care, including physi- 
cians’ services, for life-endangering con- 
ditions, not to exceed 21 days for a single 
admission; readmission after 10 days for 
defined conditions. For patients ap- 
proved for home nursing care: 2 physi- 
cians’ visits per month; nursing care; 
diagnostic services; out-patient radiation 
therapy as follow-up on hospital care. 
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STATE AND 
EFFECTIVE DATE 


Puerto Rico 
October 1960 


Virgin Islands 
January 1961 


Washington 
October 1960 


West Virginia 
October 1960 
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TABLE 1—Continued 


PERMISSIBLE AMOUNTS OF INCOME & ASSETS 





Score OF MEDICAL SERVICES 





Annual maximum income per indi- 
vidual: $1,500. 


Maximum annual income per indi- 
vidual: $1,200. Homestead excluded; 
other assets $1,200 maximum. 


Maximum income measured by public 
assistance standards. Homestead, auto- 
mobile, and $500 cash surrender value 
insurance excluded; all other resources 
considered available for medical costs. 


For single individual, maximum annual 
income $1,500; for couple, $3,000. 
Homestead and other real property 
excluded; personal property or other 
liquid assets: $5,000 maximum for in- 


.Department. 


In-patient hospital care and out-patient 
hospital and dispensary service, includ- 
ing physicians’ services, drugs, and ap- 
pliances; physical therapy, dental care, 
laboratory and X ray, and preventive 
medical care services furnished through 
the facilities of Department of Health 
and hospitals under contract with the 


In-patient hospital care, including sur- 
gical and laboratory services, private 
duty nursing (in Department of Health 
facilities); home visits by private physi- 
cians, drugs, and prosthetic appliances 
excluding glasses. 


In-patient hospital care and related 
medical services; physicians’ services in 
home or office for acutely emergent con- 
ditions requiring life-saving procedure or 
which if not immediately treated would 
require extended hospitalization and/or 
surgery; nursing home care; limited 
dental care, drugs, and ambulance 
service. 


In-patient hospital care for acute illness, 
immediate surgery, and diagnostic serv- 
ices; limited to 30 days annually. Nurs- 
ing home care after or to prevent need 
for hospital care. Physicians’ services 


dividual, $7,500 for couple. 





and drugs for acute illness, and drugs for 
specified ‘chronic illnesses, such as di- 
abetes, heart disease, terminal cancer. 
Limited dental and ambulance service. 





Source: State laws, regulations, and personal communications.: 


ices to be provided and the individuals 
who would be eligible; that the states 


would be relatively liberal in making © 


their determinations; and that MAA 
would be a quality program adminis- 
tered with appropriate regard for the 
rights and dignity of the aged. Con- 
gress was particularly concerned that 
the care be of high quality and adequate 


quantity and, with this intent, required ` 


that the MAA program include both 
noninstitutional and institutional serv- 
ices in order to encourage a balance in 


serving persons in their own homes as 


-well as while they are in institutions. 


The law prohibits a durational resi- 
dence requirement; liens against prop-- 
erty are also ruled out, although a claim 
against the patient’s estate is permitted 


` after his death and.the death of a sur- 


viving spouse. No enrollment fees or 
premiums may be charged the aged per- 
son, although some states are establish- 
ing deductibles, which would seem to 
be deterrents of the same nature. 

The Bureau of Public Assistance, in 
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drafting federal regulations for the MAA 
program, has pointed out very clearly 
the intent of Congress and has offered 
encouragement to the states to develop 
interpretations of “low income” that are 
broad enough to permit substantial 
coverage of. the medical needs of older 
people. The Bureau also recommends 
that the states use this opportunity to 
depart from the complex methods of 
determining financial eligibility which 
are found in the four public assistance 
categories. ; 

Seven months after the effective date 
` of the federal legislation, in the nine 
programs in operation, varying degrees 
of success had been achieved in reaching 
the objectives voiced by the Congress 
and the Bureau of Public Assistance. 
Table 1 summarizes briefly the state 
variations in eligibility levels and scope 
of services in programs operating as of 
May 1, 1961. 

Although, as this summary indicates, 
there is far from complete success in 
achieving congressional objectives in 
Medical Assistance for the Aged, it is 
encouraging that there has been action 
by a number of the states. As of May 
ist, nine state programs were in effect 
with six more scheduled to begin opera- 
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tion on July Ist. Sixteen legislatures 
had bills under consideration, and it ap- 
peared likely that some of these will 
adopt programs. : 

Two aspects of MAA are important in 
relation to the total problem of general 
medical care of low-income families. 
This is the first time that federal re- 
sponsibility for the medically needy 
has been specifically recognized, limited 
though it is to one age group. The 
second milestone established by this 
legislation is the prohibition of a dura- 
tional residence requirement. 


CONCLUSION 


Some progress has been made by tax- 
supported programs in meeting the 
health needs of low-income families. 
More are being helped and at greater 
cost than were helped ten years ago. 
However, limitations in services pro- 
vided by these programs create serious 
handicaps in providing care of good 
quality and appropriate quantity. In- 


‘adequate financing is the factor most 


likely to hinder the provision of needed 
care at a time when it will most readily 
restore the needy patient to self-care and 
self-support. 


Depariment of Health, Education, and Welfare. 


Meeting the Health Needs of the Aged 


By Acnes W. BREWSTER 


Asstract: Because the aged have higher than average 
medical needs, their medical care expenditures equaled at least 
16 per cent of the nation’s medical bill in 1960, although only 

` 9 per cent of the population is sixty-five and over. Public: 
funds already account for a fourth of this medical bill. Be- 
cause they have less voluntary health insurance than the wage 
earning segment, the aged, with lower-than-average incomes, 
have to rely on their own resources and help from relatives and . 
philanthropy. This situation has led to general recognition 
that more public money is required if adequate medical care 
for the elderly is to be provided in future as medical costs 
continue to rise faster than the income of the aged. Proposals 
for meeting these health needs include: (1) Reliance: on the 
spread of voluntary health insurance and OAA medical care 
and MAA; (2) Development of federal-state subsidy to volun- 
tary insurance for all or part of premium costs for low-income 
aged; (3) Levying an additional social security tax to provide 
health benefits for OASDI beneficiaries with costs paid by 
presently employed workers and employers. The solution 
will be a political compromise influenced by the Semirang 
attached to thése arguments. 
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Health. Methods, Office of the Surgeon General of the Public Health Service, U. S. 
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HE aged, like younger segments of 

our population, are a mixture of 
well and sick people, of well-to-do and 
impoverished people, of people living 
alone and living with relatives, of people 
at work, people keeping house, and 
people with no occupation; of pecple 
with assets and those with none. While 
` the same components go into the mix- 
ture, differences in degree are immedi- 
ately recognized when exploring the 
health needs of the aged. 

What are some of the salient facts 
that delineate the special health needs 
of the aged or contribute to the web of 
circumstances that has produced the 
economic, political, and social dilemma 
that faces the nation at this time? 

Usually mentioned first is increased 
longevity which can be measured sta- 
tistically, since there are now thirteen 
years of life expectancy when age sixty- 
five is reached. People now in their 
middle years can recall that, in their 
childhood, few grandparents or great 
uncles and aunts were a part of the 
family scene. Today’s children are 
usually blessed with four living grand- 
parents and often great grandmothers 
and great great-aunts. 

These survivors in their seventies rr 
eighties are a constant concern to their 
families and friends because of the 
chronic conditions which restrict their 
activities and necessitate observation 
and care with many days spent in bed 
or living in a nursing home. 
tional Health Survey found that 77 per 
cent of those sixty-five and. over had one 
or more chronic conditions On the 
average, forty-three days per person. per 
year were recorded when their activity 
was restricted. - This meant that, on the 

1U. S. Department of Health, Education, 


and Welfare, Public Health Service, Health 
Statistics from the U, S. National Health 


Survey: Older Persons, Selected Health Char- - 


acteristics, United States, July 1957-June 1959 
_ (PHS Pub. No. 584-C4) (Washington, D. C.: 
Government Printing Office, 1960). 


The Na- 
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average, for nearly a month and a half 
in every twelve their functioning was 
below par; nearly half a month was 
spent in bed. Days when activity is 
restricted and days in bed tend to in- 
crease the lower the income, undoubt- 
edly reflecting the interrelationship of 
advancing age to deteriorating health, 
lowered income, and reduced savings 


_and assets. 


The need for institutional care is in- 


‘creased in any group whose marital 


status or living arrangements do not 
guarantee the presence of a person in 
the household to attend a sick person. 
The impact of inflation on retirement 
income has sometimes meant the ex- 
haustion of savings that were not geared 
to living out a longer life with attendant, 
chronic illness expense. , 
What is the cash income position of 
the aged? Three-tenths of the men and 
three-fourths of the women past age 
sixty-four have cash incomes of less than 
$1,000.? Older persons are more likely 
than younger persons to have some 
savings, but those with the smallest in- 
comes are the least likely to have other 
resources. Moreover, most of the 
savings of the aged are tied up in their 
homes or in life insurance, rather than 
in a form readily convertible to cash. 
The money income of the aged comes 
from a variety of sources, the most im- 
portant of which is social security 
monthly payments. Some 10.5 million 
aged persons (2 out of 3) received Old 
Age, Survivors and Disability Insurance 
(OASDI) benefits in June 1960. An- 
other 1.1 million could have drawn bene- 
fits were it not for earnings. Public 
assistance was paid to 2.4 million, of 
whom 0.7 million received assistance to 
supplement OASDI benefits. Persons 
receiving veteran’s payments numbered 
1.6 million, and public employee retire- 


2Leonore A. Epstein, “Money Income of 
Aged Persons, Mid-1960,” Social Security Bul- 
letin, Vol. 24 (January 1961), p. 12. 
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ment systems included a million pen- 
sioners and the Railroad Retirement 
System about 600,000. More than a 
million of those under these programs 
were also receiving OASDI benefits. 
Private pension plans, a resource some- 
times discussed as a vehicle for extend- 
ing health benefits to retired persons, 
were, paying pensions to 114 million 
aged, more than a million of whom were 
OASDI beneficiaries. 


Use oF MEDICAL SERVICES 


The population aged sixty-five and 
over used more than double the number 
of days of general hospital care per 
1,000 as the population under sixty-five 
(1,777 vs. 661 days per 1,000). The 
average stay'was 14.7 days among older 
„patients and 6.8 days for those under 
65.3 There would be 121 discharges per 
1,000 among the aged, compared to 99 
per 1,000 for the. population of all ages 
were ‘deaths in the survey year taken 
intò account.* 

Excluding visits made to hospitalized 
persons, the aged received 6.3 physi- 
cians’ visits per person per year. 
Adults in the ages 15 to 54 had from 
4.2 to 5.5 visits per person per year. 
When decedents are included, the aged 


3U. S. Department of Health, Education, 
and Welfare, Public Health Service, Healih 
Statistics from the U. S. National Health 
Survey: Hospitalization, Patients Discharged 
From Short-Stay Hospitals, United States, 
July 1957-1958 (PHS Pub. No. 584-B7) 
(Washington, D. C.: Government Printing 
Office, 1958). 
4U. S. Department of Health, Education, 
and Welfare, Public Health Service, Health 
Statistics from the U. S. National Health 
Survey: Hospital Utilization in the Last Year 
of Life (PHS Pub. No. 584-D3) (Washington, 
D. C.: Government Printing Office, 1961). 
5U. S. Department of Health, Education} 
and Welfare, Public Health Service, Health 
Statistics from the U. S. National Health 
Survey: Preliminary Report on Volume of 
Physician Visits, United States, July-September 
- 1957 (PHS Pub- No. 584-B1) (Washington, 
D. C.: Government Printing Office, 1958). 
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probably require an average of nine to 
ten physicians’ visits in and out of the 
hospital, 50 per cent above the rate for 
the. population of all ages. 

The types of diseases from which the 
aged suffer often require a comparatively 
large volume of drug therapy as well as 
constant attendance by physicians. 


FINANCIAL MECHANISMS 


The aged represent 9 per cent of the 
total population, yet the expenditures 
for their, medical care in-1960 equaled 
at least 16 per cent of the nation’s med- 
ical care bill in that year. The esti- 
mated expenditure of $4.3 billion in 
1960 was equivalent to about $275 per 
capita for each of the 15.8 million aged.® 

About a fourth of current medical 
care expenditures for the aged, or $1.1 
billion, are derived from public funds. 
Hospital care accounts for 70 per cent 
of the public funds allocated to the aged 
because care in mental and tuberculosis 
hospitals looms large. Public expendi- 
tures have almost equaled private. ex- 
penditures for nursing home care of the 
aged and have provided: more actual 
days of care because: public assistance 
programs usually pay low rates to 
nursing homes in behalf of their clients. 

Philanthropy is estimated to absorb 
not more than 4 per cent of all medical 
expenditures by or on behalf of the 
aged, and health insurance benefits ab- 
sorb about 10 to 11 per cent. Conse- 


‘quently, there remains about 60 per cent 


of their medical care bill that is met 
through individual private payments. 
Approximately two-thirds of all these 
private expenditures result from pay- 
ments for physicians’ services, drugs, 
dental care, eye glasses, appliances, and 
similar items, with privately financed 
hospital and nursing home care costs ac- 


€ Projected from fiscal 1958 data in Research 
and Statistics Note No. 15, July 21, 1960, 
Division of Program Research, Social Security 
Administration. 
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counting for the other third. Voluntary 
insurance applies mainly to hospital ex- 
pense and physician’s services. 

In 1957-1958 privately spent dollars 
for medical care of the noninstitutional 
aged population were distributed as fol- 
lows: 31 per cent for physicians, 28 per 
cent for hospital care, 24 per cent for 
drugs and medications, and the re- 
mainder for dentists and other medical 
services and supplies.” The accelerated 
rate of rise in hospital costs—26.5 points 
on the consumer price index scale com- 
pared with an 8.4 point increase in 
physician’s services in the eight most 
recent calendar quarters—would indi- 
cate that some redistribution had taken 
place by 1961 so that hospital care is 
requiring an increasingly large segment. 

No recent data have been gathered to 
determine for the whole aged population 
what proportion of their private. medical 
expenditures are represented by health 
insurance benefits. An indication of the 
assistance their health insurance was to 
insured OASDI beneficiaries in 1957 can 
be obtained from Table 1. Even though 
insured and using the type of medical 
services most frequently insured, hos- 
pital care, about seven in ten couples or 
nonmarried beneficiaries had half or less 
‘of their medical costs met by their 
insurance in 1957. Had the analysis 
included the uninsured hospitalized 
cases—-57 per cent of the survey group 
had no insurance; 9 in 100 of this group 
compared to 14 in 100 of the insured 
group were hospitalized—the propor- 
tions with none or- little of their med- 
ical expenses met by insurance in the 
survey year would have been larger. 

Less than 40 per cent of the aged 
have surgical insurance. Studies have 
shown that, on the average among per- 
sons with surgical insurance, insurance 
payments for surgery accounted for 

™“Our Increased Spending for Health,” 


Progress in Health Services, Vol. 9 (February 
1960), No. 2. 
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TABLE i—Acrep OASDI Benericiarres WHO 
Hap HEALTH INsuRANCE AND WENT TO 
A Hospitat Durme 1957 














eae, | mannieo 
BENE- 
CoupLes* FICIARIES 
Percent of year’s total 
medical costs met 
by health insur- 
ance 
None 16 13 
Less than half 57 55 
Half or more 22 25 
Unknown 5 8 





-a One or both members hospitalized and 
insured. 


about 60 to 65 per cent of charges. 
Insurance against other forms of physi- 
cian’s visits was held by one in ten 
aged persons in 1959.8 Since most of 
this insurance would be applicable only 
when the insured was hospitalized and 
since at most only a fifth of physician’s 
visits to the aged are made in the hos- 
pital,” health insurance has little impact 
on this significant segment of medical 
care requirements among the aged. The 
same would be true of expenditures for 
drugs. 

None of the available information 
about the use of medical services and 
the amounts spent for medical care pro- 
vides a basis for assessing the volume of 
free care provided to the aged by private 
practitioners or represented by unpaid 
bills that hospitals, druggists, and others 
write off as bad debts. Nor has a 
method yet been devised for measuring 
the volume of care the aged may have 
‘ 8U. S. Department of Health, Education, 
and Welfare, Public Health Service, Health 
Statistics from the U. S. National Health 
Survey: Interim Report on Health Insurance, 
United States, July-December 1959 (PHS Pub. 
No. 584-B26) (Washington, D. C.: Govern- 
ment Printing Officé, 1960). 

8 “HIP Statistical Report for the year 1959,” 
Health Insurance Plan of Greater New York, 


prepared by the Division of Research and 
Statistics. 
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failed to receive because of reluctance 
either to incur debts for services they 
could not finance from’ current income 
or to resort to public or other avenues 
for obtaining free care. That some aged 
may be underutilizing services can be 
deduced by comparisons of use rates 
among high- and low-income aged, or 
among insured and noninsured aged. 
Those in a better position to pay for 
medical care receive more services per 
capita. By the same token, no measure 
of the added costs of failure to seek 
care at a preventive stage or early in an 
illness is possible. 

Additionally, only idle speculation is 
possible regarding the net effect on ex- 
penditures that changes in existing pat- 
terns of organizing and financing med- 
ical care must achieve at some future 
date. There is no way, for example, to 
measure whether or not hospital stays of 
the aged are longer than they might be 
if nursing home care and home health 
services were available and paid for by 
the aged patient’s insurance.*° In like 
vein, medical discoveries may change the 
_ course of many chronic diseases and af- 
fect the economics of medical care 
among the aged in unpredictable ways. 
A cure for cancer might save lives 
hitherto prematurely ended but be costly 
in itself. 
lower the death rate and hence add to 
the volume of other medical services 
required by people whose life would 
once have been cut short by cancer. . 

On balance, it appears probable that 
the rate of use of hospital, physician, 
and other services required by the popu- 
lation in the higher ages will not de- 


10 Agnes W. Brewster, “Care in “Nursing 
Homes Through Prepayment Hospital, Plans,” 
paper prepared for American Public Health 
Association, 86th Annual Meeting, October 29, 
1958; “Report of a Study Concerning the 
Feasibility of Providing Visiting Nurse Serv- 
ices Following Hospitalization for Blue Cross 
Subscribers” (New York: Associated Hospital 
Service, 1957). 


Such a discovery would also . 
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crease in the foreseeable futyre, and 
such services as nursing home care will 
be used at an increasing rate. Costs, 
measured in units of service, are likely 
to increase, even if dollars stay constant, 
because the components of care will.con- 
tinuously embrace more scientific med- 
ical care. -The problem of financing the 
health costs of the aged is therefore 


likely to become continually more acute 


as time goes on. 


MerTHODS oF. SPREADING Costs} 


In every part of the world it is in- 
creasingly recognized that four condi- 
tions peculiar to the aged contribute to 
society’s problem in meeting their health 
needs. To summarize, these conditions 
are: 

(1) their poorer health which pro- 
duces the need for more units of medical 
care; 

(2) the larger per capita craie 
tures for their medical care that result 
from their greater volume of services; 

(3) their lower-than-average cash 
incomes that limit’ their purchasing 
power; 

(4) their relatively fixed cash income 
in a period when units of medical care 
are rising in price and widening dis- 
parity between their available dollars 
and the cost of the needed units of 
service. 

These interrelated conditions have al- 
ways made it an accepted practice in 
our social structure for other members 
of society ‘to provide assistance to the 
aged in financing their medical care. 

The assistance at the present time 
takes a variety of forms, including sub- 
sidy by younger members of prepayment 
plans, donated services by doctors, care 

11 For a more detailed treatment, see Chap- 
ter IV of Hospitalization Insurance for OASDI 
Beneficiaries, Report Submitted to the Com- 
mittee on Ways and Means’ by the Secretary 
of Health, Education, and Welfare, April 3, 


1959. (House Committee Print) (Washington, 
D. C.: Government Printing Office, 1959). 
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without charge from hospitals, philan- 
thropy, and tax sources, help from rela- 
tives, and borrowing. Sometimes the 
assistance comes only after an illness has 
exhausted savings; public or private 
sources may then step in to maintain 
income as well as to provide medical 
care. a 


that has been summarized above and the 
likelihood that their medical care use 
and costs will continue to rise, many 
people have come to recognize. that, in 
the future, the cost of health care in the 
older ages must increasingly become a 
regulated charge on elements in the 
productive economy. Organized ways 
of charging the care of the aged to the 
productive economy include health in- 
surance provided at less than actual 
cost, employer-financed health insurance 
for pensioners, some form of paid-up 
health insurance at retirement, and such 
‘public programs as medical care through 
Old Age Assistance (OAA) and the 
new Medical Assistance for the Aged 
(MAA). 


HEALTH INSURANCE © 


At least half of present day health 
insurance that applies to persons sixty- 
five and over might be classified as 
being furnished at less than its actual 
costs to this age group. The practice 
of the Blue Cross and Blue Shield plans 
of continuing coverage through group 
conversion after a person leaves an em- 
ployed group has been possible because 
the higher costs of the older plan mem- 
bers are spread over the total insured 
group. This practice, known as com- 
munity rating, can be shown theoreti- 
cally as follows: Given a group of 100 
insured persons consisting of ten aged 
persons and ninety younger persons, 


assume that the ten aged require two » 


days of hospital care per capita per year, 
or twenty days of care in a year. The 
ninety younger persons required one day 


Given the set of norms for the aged’ 
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of hospital care per capita per year or 
ninety days of care. For the group, 
110 days of care are required. The 
costs for the younger persons are in- 
creased a tenth of a day each, or by 10 
per cent, while the costs for the aged in 
the. group are reduced by, 45 per cent, 
1.1 instead of 2 days. Through the 
years, the proportion of older persons 
who retain their coverage after retire- 
ment in community-rated plans has 
steadily risen.2? Utilization mounts as 
a consequence, and premiums must 
perforce be increased quite apart from 
rising costs of hospital care. The higher 
weighted average costs of a health pro- 
gram that includes retired persons be- 
come increasingly less appealing to ac- 
tive workers than an experience-rated 
plan. Were many workers to change 
over to experience-rated policies exclud-' 
ing the aged, the community-rated plans 
would be left with an even larger pro- 
portion of high users among its remain- 
ing members. This is the dilemma of 
the nonprofit hospital insurance plans 
and of the corresponding plans providing 
insurance for physicians’ services in the 
hospital, doctor’s office, or patient’s. 
home. 

In spite of this dilemma, Blue Cross 
plans have been increasing opportunities 
for older people to enroll for hospital 
benefits. At the beginning of 1961, only 
twelve plans had not opened their indi- 
vidual enrollment to persons over sixty.** 


12 Blue Cross plans estimate that they have 
over 4 million of the aged enrolled in their 
seventy-eight plans. 

13In two Census household surveys taken 
4% years apart, there were.6.7 persons per 100 
aged 65 and over hospitalized with 165 days of 
hospital care per 100 in 1951 and 9.9 hospital- 
ized with 175 days per 100. in 1955-1956. 
Both studies excluded persons who died in the 
survey year. Increasingly, deaths are taking 
place in the hospital. 

14 Twenty-one plans had Senior Certificates, 
17 had no age limits, 4 would enroll up to age 
68 or 70, and 23 would enroll up to the sixty- 
fifth birthday. i 
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The Blue Shield plans, at the instiga- 
tion of their parent organizations, the 
state, and other medical societies, have 
also developed special contracts designed 
for persons who have passed their sixty- 
fifth year. These special policies for 
overage persons vary considerably in the 
services they insure, but all are alike in 
involving acceptance of the amounts in 
the fee schedule as full payment of the 
doctor’s bill. The new policies fre- 
quently contain scaled down schedules 
in recognition of the lower incomes of 
those expected to enroll. A few of them 
provide out-of-hospital benefits includ- 
ing such services as radium therapy and 
doctor’s office visits. Often mentioned 
as shortcomings of these policies are: the 
tacit assumption that this form of cover- 
age is the entire answer to an aged 
person’s problem even though it relates 
only to physicians’ services, traditionally 
furnished free to the needy; their rela- 
tively high cost—a deterrent to volume 
sales; the fact that, even though in- 
sured, the aged will simultaneously re- 
quire medical sérvices outside the hos- 
pital and drugs whose cost remain 
outside the prepaid umbrella. 

A relatively large segment of the aged 
who have health insurance protection 


are members of the so-called independ- 


ent plans. The earliest forms of pre- 
paid medical care in the United States 
were forerunners of today’s plans built 
around hospitals and groups of doctors 
practicing together. Benefits are usually 
comprehensive. Since the plan member- 
ship was derived from a consumer group 
with common interests—a fraternal soci- 
ety, employee plan, union or co-opera- 
tive-—these plans customarily continue 
older members, usually at the. same 
premiums as younger members. In such 


- industries as railroading and mining 


where there have been sharp reductions 
in employment, the plans have found 
themselves with the retired accounting 
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for as much as a fourth of their total 
enrollment; as a consequence, expenses 
for all members have risen. 

Insurance protection provided to the 
aged through insurance companies until 
two or three yedrs ago was mainly on an 
individual policy basis; however, some 
insured aged derived their coverage as 
part of an employed group, either be- 
cause they were still at work or were 
carried as part of the group although on 
a pension. As interest in health insur- 
ance for'aged persons has intensified, 
some improvement in previously pre- 
vailing practices regarding individual 
insurance policies has developed. Can- 
cellation on reaching aged sixty-five or 
seventy is less and less an accepted prac- 
tice. Cancellation of the policy im- 
mediately following a claim occurs less 
often than it once did, and noncancel- 
lable policies are more widely sold than 
a few years ago. Exclusions or waiting 
periods on coverage of pre-existing con- 
ditions have not been entirely eliminated 
because of the necessity for ‘protecting 
insurance funds from adverse selection. ` 

In 1958 a new approach to insuring 
persons aged sixty-five and over was 
tested in a policy that Continental Casu- 
alty Company wrote for members of the 


‘National Association of Retired Teach- 


ers. Since the group was not formed for 
the primary purpose of buying health 
insurance, it was considered insurable. 
The resulting experience was favorable. 
With enrollment and premiums submit- 
ted by mail, some of the expenses at- 
tendant on most individually purchased 
policies, such as selling costs and agent’s 
fees, were avoided, and more of the pre- 
mimum was available to pay claims. 

This venture led to the formation of a 
second group, the American Association 
of Retired Persons. After enrolling in 
the Association, a member could sign up 
for the organization’s health plan. 


After these two activities were 
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launched, similar coverage to the popu- 
lation at large was offered through 
“65-Plus” and “Senior Citizen” plans 
for limited enrollment periods, using 
newspapers and magazines to advertise 
the policies. The number of previously 
© uninsured aged. persons who have availed 
themselves of the various new kinds of 
overage policies is not known nor is 
information available on the extent to 
which these policies have been pur- 
chased as a way of supplementing poli- 
cies already held. 

Reports indicate that sales of all types 
of special policies for the aged have been 
below expectations. : Perhaps the limited 
nature of the benefits ‘restricted their 
. sale. The necessity of keeping the 
policy’s cost within a price range that 
_ would find a market—$6.50 to $8.00 a 
month—for a group composed entirely 
of older persons made limited benefits 
necessary. 


PROPOSALS FOR FUTURE ACTION 


In part because of the many sources 
involved in aiding the aged to secure 
medical care, there is widespread dis- 
agreement as to further requirements for 
solving the problem. Advocates of one 
or another approach also differ in their 
sense of the urgency of the problem and 
in their attitudes about the particular 
resources on which reliance should be 
placed. : 

None of the legislative proposals cur- 
rently under discussion calls for com- 
pletely abandoning any of the tradi- 


tional ways of financing the medical care 
In reviewing - 


that the aged require. 
alternative proposals, it is well to recog- 
nize that the extent to which each 
proposal assumes a portion currently 
carried by another resource or adds. a 
service which aged individuals may be 
doing without will be given different 
values by different people. 

There are three broad alternatives 
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currently under discussion for meeting 
the health needs of the aged; a host of 
variations are possible under each. They 
run the gamut from no action to very 
comprehensive tax-supported programs. 
(1) No further public program for 
the aged is needed .at this time (mid- 
1961). 
Arguments for: Many people and a 
number of organizations believe that no 
further legislative action vis-d-vis the 
aged need be undertaken.. This position 
stems from a conviction that the Kerr- 
Mills amendment to the Social Security 
Act providing for a federal-state pro- 
gram of medical assistance to that por- 
tion of the aged just above the assistance 
level—the medically indigent aged— 


should be tried: out; obviously, it will 


take a little time for all fifty states and 
the territories to make the necessary 
legal and fiscal arrangements to par- 
ticipate in the Medical Assistance to 
the Aged program and to broaden their 
Old Age Assistance medical care pro- ` 
grams. . 

Proponents of a wait-and-see ap- 
proach also point to the expansion of 
voluntary health insurance protection in’ 
the aged population in recent years and 
to the growing practice among employ- 
ers of contributing to the health insur- 
ance coverage of their employees after 
retirement. In a few years, they feel, 
no one entering retirement will be with- 
out some kind or amount of health 
coverage, and most of the surviving per- 
sons already retired will have also 
obtained coverage. The new policies 
developed specifically for the aged, in- 
cluding major medical expense policies 
that cover long-term illnesses and ex- 
penses outside the hospital, will gradu- 
ally spread. Any further federal action 
would result in a diminution of respon- 
siveness to varying individual and local 
situations and the attenuation of per- 
sonal relationships and personal concern . 
which almost inevitably accompanies a 
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displacement of local and private ar- 
rangements by centralized governmental 
programs. Programs lodged at the state 
level, such as MAA, closer to the well- 
springs of medical care and people’s 
needs are.preferred. Support also comes 
from opponents of a program that could 
use taxation to provide benefits to aged 
millionnaires. 
Arguments against: Opponents of doing 
nothing more and relying on federal- 
state programs confined to the needy 
and medically needy aged point to the 
varying fiscal capacities of the states as 
an argument against a program relying 
entirely on the expansion of voluntary 
health insurance and variable matching 
grants involving the states. Progress 
among the states embarking on an MAA 
program will continue to be slow; even 
if all states eventually provide- such a 
program, the benefits and the qualifying 
levels of income will undoubtedly vary 
. widely from state to state, an inequi- 
table use of the federal funds involved. 
Advocates of an action program also 
feel that the ‘medical care provisions 
under Old Age Assistance are uneven 


and, therefore, do not solve the problem- 


of those who cannot afford or obtain 
private insurance. Adequate in some 
states, medical assistance programs are 
practically nonexistent. in others. Op- 
position to reliance on the new MAA 


program includes objections to the al- 


leged indignity of a means test before 
aid is forthcoming and unwillingness to 
provide a solution through a program 
that could perpetuate many of the un- 
desirable attributes of OAA medical care 
programs such as low standards and no 
concern with quality. | 

Opposition to delaying action is found 
among those who feel that much of the 
voluntary health insurance applicable to 
the aged does not meet their needs. 
Designed for the working population 
subject to acute illness, it is unsuited 
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to a group in which chronic and long- 
term illness is prevalent, because the 
insured days of hospital care are usually 
restricted in number. Those afflicted 
with chronic conditions have difficulty 
obtaining private insurance for such . 
conditions. In providing few benefits 
outside the hospital, policies leave too 
much of an aged person’s medical ex- 
pense uninsured. Insurance confined to 
a group of advanced age persons cannot 
solve the problem without some form of 
subsidization of the costs if it is to reach 
the really low income aged who most 
need a way to budget medical costs. In 
any case, most aged persons cannot af- 
ford to purchase broad coverage, even 
when it is available. 

(2) The federal government, state 
governments, or the two jointly should 
subsidize existing voluntary health in-_ 
surance plans either for the excess cost 
of insuring the aged or for a large share 
of the premiums required of the low- 
income aged. 
Arguments for: Advocates of using tax 
funds for a new program designed to 
assist voluntary health insurance plans 
to provide coverage to the aged at costs 
within the aged group’s financial capa- 
bilities’ recognize that some means of 
spreading the higher medical costs of the 
aged over the income-producing popula- 
tion is desirable. They recognize that 
the present mechanism of continuing the 
aged in insured groups of younger per- 
sons by slight increases in the premiums 
paid by the whole group becomes less 


` feasible: as the proportion of aged to 


younger persons in the insured group is 
enlarged. ‘The Australian system of 
subsidizing voluntary plans appeals to 
them as in the public interest if it would 
preserve voluntarism in health insurance 
in the United States. 

Most of the proposals suggest that 
the subsidy would be used to meet part 
of the costs of insuring only the low- 
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income aged, which would involve dif- 
ferentiating among plan members. The 
Javits bill (S. 937), for example, pro- 
vides for matching grants to the states 
“to provide health insurance for indi- 
viduals aged 65 or over at subscription 
charges such individuals can pay.” | 

Arguments against: The difficulty that 
others see in subsidizing private insur- 
ance relates to the fact that the required 
tax support accrues in essence only to 
those aged who are in a position to avail 
themselves at all of voluntary health 
insurance. This approach does not as- 
sist those unable for reasons of low 
income or poor health to join such plans. 

Persons questioning subsidizing vol- 
untary insurance also believe consider- 
able supervision of private insurance by 
government would become necessary. 
As much unevenness in available bene- 
fits as is found in OAA medical pro- 
grams could exist, since each state or 
each private plan would develop dif- 
ferent. formulas for its subsidy. Some 
of the variations suggested for such a 
program are criticized as being adminis- 
tratively unwieldy and complex in view 
-of the thousand or more insurance car- 
riers that might be involved. The dif- 
fering levels of operating costs, overhead, 
and reserves among the carriers would 
create knotty problems. 

(3) A federal program for OASDI 
beneficiaries should be enacted without 
delay. . 

Arguments for: Reasons given greater or 
lesser weight by those favoring a pro- 
gram for OASDI beneficiaries include 
the following: A program deriving its 
funds from a national social security 
tax paid by employed persons and their 
employers, rather than from general 
revenues, automatically provides uni- 


15“Comparison of Health Insurance Pro- 
posals for Older Persons, 1961,” Committee 
Print of the Senate Special Committee on 
Aging, April 3, 1961, gives the specifications 
of this and other bills in chart form.. 
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form health insurance benefits that are 
paid up at retirement. Since all em- 
ployers contribute equally to financing 
the health benefits, this approach re- 
moves competitive disadvantages arising 
when one employer spends more in 
fringe benefits for pensioners than an- 
other. A program that would eventually 
be applicable to 90 per cent of the aged 
would avoid the possibility of adverse 
selection which is responsible for some 
of the limitations in voluntary health 
plans; no cancellation of the insurance, 
no lifetime limits on benefits, nor exclu- 
sions for preexisting conditions need be 
incorporated in such a public program. 

Relieved of the excess costs of pro- 
viding health benefits to persons aged 
sixty-five and over, it is argued that the 
continued acceptance of further develop- . 
ment of private prepayment arfange- 
ments as accepted methods of handling 
medical care expenses for the nonaged 


_population might be assured. 


Some supporters ‘favor a federal pro- 
gram but believe that such a major new 
activity by the federal government 
should begin with limited benefits until 
experience is developed. There are 
other arguments for a limited program: 
Hospitalization expenses are the greatest 
single burden medically to the aged, so 
relief in this field would help both the 
aged and the hospitals that now provide 
free care. Since large medical expenses 
nearly always involve hospitalization, 
the focus of the financial relief should 
be directed at this service, if the purpose 
is to avoid exhausting old people’s as- 
sets, especially as physicians provide 
their services without charge whenever 
they recognize the inability of an aged 
person to pay his doctor. Present ex- 
penditures for voluntary health insur- 
ance could be shifted to apply to other 
segments of an aged person’s medical 
care needs. 

Still others favor using the OASDI 
approach but wish to see a program with 
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broad benefits rathér than the limited 


benefits included in most of the bills. 


before Congress. They think it un- 
realistic to exclude the services of the 
physician, because medical care starts 
with his contact with a patient. 
anticipate wasteful use of expensive 
facilities resulting from failure to finance 
alternatives to institutional care. They 
feel that some aged people would con- 
tinue to deny themselves physician’s 
services for financial reasons in the ab- 
sence of such benefits. Drugs in par- 
ticular are an area of high cost to the 
aged and are seldom provided through 
voluntary health insurance, so the bene- 
fits should encompass prescribed drugs. 
Immediate enactment of legislation is 
urged because mounting costs of medical 
- and, particularly, of hospital care will 
widen the gap between the means of 
people on fixed incomes and the costs 
of care. An OASDI program would 
substitute taxes for several existing, 
sources of financing and would not be 
a completely new drain on the economy. 
Pressures to expand the ratio of hos- 
pital beds to population have not been 
generated by. voluntary health insur- 
ance’s enrollment of 70 per cent of the 
population, so, in all likelihood, similar 
pressures would not be created by a pro- 
gram enrolling those sixty-five and over 
-—9 per cent of the population. 
Arguments against: The opposition to a 
federal program through social security 
sees even a modest federal program as 


16 Jbid. The original Dingell bill was limited 
to hospitalization benefits. One or more Con- 
gressional bills have included surgery (Forand 
bill—HR 4700 in the 86th Congress), limited 
nursing home care (Forand, and Anderson- 
King bills—S. 909, HR 4222, and others), 
hospital outpatient diagnostic benefits, and 
home health services (Anderson-King bill). 
The McNamara proposal (S. 65) would use 
the social security program for beneficiaries.of 
that program and general revenue for the re- 
maining aged, providing broad benefits for 
both groups. > 


They ` 


THE ANNALS OF THE AMERICAN ACADEMY 


merely a first step in a program of 
broader benefits of which the costs will 
soar. They fear that any program using 
the OASDI mechanism, even: though 
limited to the aged, may rather quickly 
be extended to younger people. 

A program confined to OASDI bene- 
ficiaries does nothing for the neediest 
portion.of the population, those without 
income from social security, while very 
well-to-do persons could benefit. 

It is impossible to predict costs under 
such a program, but they could well be 
larger than estimated and endanger the 
whole social security financial structure. 

Pressures on the available supply of 
hospital beds will result in new hospital 
construction, further increasing the 
financial burden on the taxpayer. 

Financing such items as physician’s 
home and office calls and prescribed 
drugs through. taxation would nullify . 
individual responsibility for services that 
are seldom a real financial burden. 

Other arguments are the “cons” to the 
“pro” side of. this proposal or have al- 
ready been mentioned as reasons for 
favoring the first or second alternatives. 


DIscusston 


From the foregoing attempt to high- 
light various points-of view about pro- 
posals to provide the aged with health 
protection, there emerges an indication 
of areas of basic agreement and of 
radical difference. There is almost 
unanimous agreement that some form of 
prepayment of their medical care costs 
is desirable for the aged. There is fairly 
general recognition that a mechanism 
that achieves the equivalent of paid-up- 
at-retirement health benefits is essential 
for the large segment of the aged living 
on fairly’ fixed and relatively low in- 
comes. Disagreements appear as to the 
methods to be used and the need for 
immediate or delayed action. Differ- 
ences of opinion occur on the scope of 
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benefits that it would be desirable to 


include in paid-up-at-retirement cover- . 


age. Differing attitudes about the receipt 
of charity color consideration of the use 
of public assistance to bring needed serv- 
ices to the most economically disadvan- 
taged segment of the aged population. 


Each of the alternatives of federal opera-’ 


` tion, state operation, or a.;combination 
of federal and state administration ‘is 
preferred by segments of those favoring 
a public program. Compulsory partici- 
- pation is seen as an absolute require- 
ment by some, while others believe in 
voluntary participation, whether or not 
the program is a public one. The 
incorporation of deductibles and co- 
insurance in a public program is pro- 
posed by those who want to, hold costs 
down and believe these devices give the 
insured a sense of financial responsi- 
bility. Deductibles and coinsurance 
are disliked by others who consider that 
they place barriers in the way of obtain- 
ing needed care and create problems for 
the providers of services when they 
attempt to collect from the patient. 
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\ 
THE OUTCOME 


How will the dilemma of the 1960’s 
be resolved out of the welter of con- 
flicting points of view and shadings of 
opinion? The solution will undoubtedly ` 
be political, for it is in the political 
arena that the kinds of compromises 
that are going to be necessary ° are 
ultimately reached. ` 

In the months ahead, the accomplish- 
ments that will be registered in the Old 
Age Assistance and Medical Assistance 
to the Aged programs will be measur- 
able, because, at the end of April, all 
but two state legislatures had adjourned 
and will not be meeting in most states 
for another two years. The extension 
of voluntary health insurance in the 
proportion of aged enrolled and in the 
scope 'of benefits afforded will be closely 
observed. 

The weight given the existing prog- 
ress and the remaining potential of vol- 
untary health insurance and the OAA 
and MAA programs will influence the 


. decision. 
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Anticipating the Health Needs of Americans: 
Some Demographic Projections 


By Dupek KRK 


Asstract: Barring a major catastrophe, the health services 
will have to provide for massive population growth in the 
decades ahead. .A reasonable forecast gives increases of 19 
per cent for the present decade and 44 per cent for the period 
1960-1980, with a corresponding increased need for medical 
services. ‘This will be added to existing unfulfilled needs for 
the care of the aged and those suffering from chronic illness. 
The aged will continue to increase rapidly in number, but the 
largest absolute growth of population will be among children. 
and, later, among young adults. Contrary to popular impres- 
sions, the greatest percentage increase in future need for 
medical services may well be in the treatment of acute condi- 

_ tions rather than chronic conditions more characteristic of the 
aged. Further, the general upward trend in social and eco- . 
nomic characteristics and expectations means an increased 
demand for all medical services over and above those arising 
from population change. There will be a much larger popu- 
lation, better informed and better able to command improved 
medical services. Fortunately, demographic changes offer part 
of the solution as well as part of the problem. During the 
next decade, there will be a rapidly growing reservoir of young 
people from which to.recruit nurses, doctors, and other health 
service personnel. 


Dudley Kirk, Ph.D., New York City, New York, is Demographic Director of the 


Population Council, New York. He served with the-U. S. Department of State, 1947- 
1954, im various capacities, including demographer, sociological adviser, chief planning 
officer in the Office of Intelligence Research, and chief of the Division of Research for 
Near East, South Asia, and Africa. He is coauthor of The Future Population of Eurape 
and the Soviet Union (1944), author of Europe’s Population: The Interwar Years (1946), 
and coauthor of Principles of Political Geography (1957). He is a contributor to 
professional journals. He has taught sociology at Princeton University and was a 


member of the staf of the Office of Population Research there. 
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ANTICIPATING HEALTH NEEDS: DEMOGRAPHIC PROJECTIONS 


HE preceding articles of this volume 

have dealt with the health needs of 
Americans and the structure of medical 
and health services for meeting these 
needs. This final article deals with our 
changing population, whose welfare is 
the object of health services and the 
reason for their existence. 
. My purpose is to point out some of 
the changes occurring in.the American 
population and the implications of these 
changes for the future needs, demands, 
and costs for health services. In doing 
this, I will attempt to .treat briefly the 


changes that are occurring or are fore- . 


seeable (1) in the total population size, 
(2) in its biological composition, and 
(3) in its social and economic charac- 
teristics. 


POPULATION GROWTH 


There was a time when population 
estimates or forecasts were considered 
as basic data determined by almost im- 
mutable biological laws. This is no 
longer true. Population trends have 
proved to be sensitive to social trends 
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and attitudes, especially those relating 
to children and the desired size of 
family. 

In recent years, the volume of popu- 
lation growth has confounded the ex- 
perts. The 1960 census of the United 
States reported a population of 180 
million, a higher figure than had been 
projected for that date by almost all 
responsible forecasts over the last forty 
years. With this background, the de- 
mographer is reluctant to make predic- 
tions. He can take little satisfaction 
from the fact that other forecasts have 
often been as wrong. For this reason 
the official projections made by the 
Bureau of the Census and shown in 
Table 1 are only illustrative. But 
certain trends may be identified and 
expected to continue in any future for 
which we may realistically plan. 

One thing seems sure: Barring catas- 
trophe, there are going to be a lot more 
of us-in the decades ahead. Census 
Bureau projections give a range of in- 
crease from 23 to 38 millions for the 
decade 1960-1970 and an even wider 


TABLE 1—U. S. POPULATION ESTIMATES AND Projecrions, 1950-1980, ny AGE 














PERCENTAGE DISTRIBUTION PER Cent INCREASE 


MILLIONS 
AGE GROUP M 7 
1950 | 1960 | 1970 | 1980 | 1950 | 1960 | 1970 | 1980 | 1M | TRO | RS 
All ages 151.6 | 180.1 | 213.8 | 260.0 | 100 | 100 100 100 19 .19 44 
Under 5 16.3 | 20.0} 24.2} 32.0 11 11 11 12 23 21 60 
. 5 to 14 24.4 | 36.4 | 43.0 | 54.0 16 20 20 21 49 18 48 
15 to"24 22.3 | 24.7 | 36.6 | 43.2 15 14 17 17 11 48 75 
25 to 44 45.5 | 46.8 | 48.2 | 62.4 30 26 23 24 3 3 33 
45 to 64 30.8 | 36.4 | 42.3 | 43.9 20 20 20 17 18 16 21 
65 and over 12.3 | 15.8) 19.5] 24.5 8 9 9 9 28 23 55 





Source: U. S., Bureau of the Census, IHustrative Projections of the Population of the United States, 


by Age and Sex, 1960 to 1980, Current Population Reports Series P-25, No. 187, November 10, 1958, 
p. 16. Data are Series IL of the four series prepared, which assumes (1) fertility constant to 1980 at 
the 1955-57 gross reproduction rate level of 1.79 and (2) the following crude death rates: 1955-60, 
9.2; 1960-65, 8.9; 1965-70, 8.7; 1970-75, 8.4; 1975-80, 8.1. Data in the table are as of July 1 for each 
year shown. These include estimates for armed forces overseas and exclude Alaska and Hawaii. 
For these reasons, the figures are not strictly comparable with the April 1 census enumeration of 
151:3 million and 179.3 million for 1950 and 1960 respectively which include data for Alaska and 
Hawaii but not for the armed forces overseas. 
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TABLE 2—U. S. Poputation, 1960-1980, sy SEX AND AGE 














1960 




















1970 1980 
AGE GROUP MILLIONS MALEs MILLIONS MALES MILLIONS MALES 
R PER 100 PER 100 PER 100 
MALES | FEMALES FEMALES MALEs | FEMALES Fevares MALES | FEMALES | FEMALES., 

All ages 89,1 91.0 98- | 105.4 | 1084 97 128.4 | 131.6 98 
Under 5 10.2 9.8 104 12.3 11.9 103 16.3 15.7 104 
5 to 14 18.6 17.8 104 21.9 21.0 104 27.6 26.4 104 
` 15 to 24 12.5 12.2 102 18.6 18.0 103 21.9 21.2 103 

25 to 44 23.0 23.8 97 24.0 24.2 99 31.3 31.1 100 - 
45 to 64 17.6 18.8 94 20.2 22.1 91 21.0 22.9 92 
65 and over 7.1 8.7 82 8.4 11.2 75 10.3 14.3 72 











Source: U. S., Bureau of the Census, Illustrative Projections of the Population of the United States, 
by Age and Sex, 1960 to 1980, Current Population Reports Series P-25, No. 187, November 10, 1958, 


range of 51 to 91 millions for the 
twenty-year period 1960-1980. Even 
the more conservative projections sug- 
gest massive population growth. 

The so-called “baby boom” after the 
Second World War has proven to be a 
more permanent aspect of American 
life than was suspected at the time. 
Even if individual couples choose to 
restrict their families to the smaller size 
prevailing in the 1930’s, we will still 
have very substantial population growth. 
This is true because the flood of chil- 
dren born after the war will shortly be 
coming into the marriageable and prin- 
cipal reproductive ages. This rapidly 
expanding human capital of young 
adults available for marriage and re- 
production assures us a large number 
of births even if the “interest” or spe- 
cific birth rates of these groups is rela- 
tively low. Actually, the comparatively 
high birth rate of the general population 
in the last few years has been main- 
tained despite fewer people in the most 
marriageable and reproductive ages, this 
because the people in those ages were 
born during the period of low birth rates 
in the 1930’s. These will be replaced 
in the 1960’s and beyond by the much 
larger groups born since World War II. 

In this circumstance, it would seem 


unwise to plan for less than 210 million 
Americans in 1970 or less than 250 
million in 1980. The Census projections 
that seem’ most compatible with the 
results of the 1960 Census, and with 
subsequent trends in natural increase; 
give larger figures, that is, 215 million 
for 1970 and 261 million for 1980. 
These are the projections used for illus- ' 
trative purposes in tables 1 and 2 and 
for the analysis in this paper. 

The validity of these projections will 
depend chiefly on the voluntary choices 
of parents with reference to the spacing 
and frequency of births. This is hard 
to ‘predict. Will the present trends 
toward earlier and higher rates of mar- 
riage and childbearing continue, become 
stationary at present levels, or be re- 
versed? The answer to these questions 
will determine the rapidity of future 
population growth. The projections 
cused take the middle course by assuming 
the continuation of the reproduction 
rates of 1955-1957. 

Other factors may affect but will not 
decisively determine the rate of growth. 
For example, major breakthroughs in 
medical research might cut the death 
rate. .But these would have to be of 
very dramatic quality to change the rate 
of natural increase very much. Thus, 
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the complete elimination of all deaths 
from cancer in the 1960’s—obviously an 
impossibility—-would have saved some 
2.6° million lives during the current 
decade, on the assumption that all those 
saved from cancer also survived all 
other risks of death. But even this 
dramatic achievement would not have 
been a very decisive factor in popula- 
tion growth in the current decade. It 
would have increased the volume and 
rate of growth less than 10 per cent over 
what is projected without this develop- 
ment. i 

In any case, we must prepare for a 
continuation of the largest absolute in- 
‘crease in population in our national 
history. .This does not present insuper- 
able obstacles to the maintenance of 
present or better standards ọf medical 
and health care. In itself, the annual 
growth of population, which now stands 
at about 1.7 per cent per year, offers a 


challenge to meet a large but not’ 


spectacular rate of growth. 


BIOLOGICAL COMPOSITION 


Medical needs are as much a function 
of age and sex as of total numbers of 
people. ‘Trends in the age and sex 
composition are generally more predict- 
able than changes in the total popula- 
tion. The least predictable element in 
national population growth is the birth 
rate, but this factor does not affect the 
size of the age groups who are already 
born. The size of these groups is af- 
fected only by mortality and by migra- 
tion. Migration is no longer of decisive 
importance with reference to the popu- 
lation of the country as a whole.. And, 
for the younger age groups, trends in 
mortality are no longer of major im- 
portance. It is a striking fact that the 
elimination of all deaths at ages under 
forty-five would have a relatively minor 
effect on the future size of the popula- 
tion of this age. At present death rates 
at each age, over 90 per cent of the 
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babies born this year will reach age 
forty-five, that is, will be alive in the 
year 2006. Even a 50 per cent reduc- 
tion in deaths under forty-five would 
have small effect on the population pro- 
jections for these younger age groups 
up to the end of the present century. 
Projections for older age groups are, of 
course, more affected by changes in 
death rates. 


The young and the old 


What do the projections show? They 
show a population that is growing both 
older and younger at the same time. 
For the first time in our history, the 
median age of the United States popula- 
tion declined. between 1950 and 1960. 
If present trends continue, it may be 
expected to decline further in the next 
decade or so. This is because of all the 
children born since 1945, who are giving 
us a wide base of young people for the 
population pyramid. As noted above, 
we may expect this to continue, if for 
no other reason than because there will 
be a great increase in the number of 
young adults and potential parents. 

At.the same time, the aged—over 
sixty-five—have been the most rapidly 
growing’segment of our population. The 
numbers of our aged citizens will cer- 
tainly continue to grow, but no faster 
than the total population unless there 
are dramatic breakthroughs in the treat- 
ment of cancer and the degenerative 
diseases, 

The contrasts between the medical 
needs of the young and the old are most 
clearly brought out by the services re- 
quired for these two groups. ‘The pro- 
portion under age fifteen is about 31 
per cent of the total. In recent years, 
it has required about its comparable 
share of physicians’ visits but rather a 
smaller proportion of dental visits. It 
looms large in the need for medical 
treatment for acute conditions; 38 per 
cent of such conditions are in this age 
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group. But it claims far less than its 
share of medical services for chronic 
conditions. It accounts for less than 10 
per cent of restricted activity and three- 
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fourths its share of bed days. Only 
2 per cent of the population at this 
age have chronic impairments affecting 
activity. 


TABLE 3—Projecrions OF ACUTE AND CHRONIC CONDITIONS, 
1960-1980, py AcE GROUPS 











MILLIONS OF PERSONS WITH 











MILLIONS oF Acute CONDITIONS CHRONIC CONDITIONS 
AGE GROUP : 

1960 1970 1980 1960 1970 1980 
Al ages 332.2 447.8 $53.0 73.2 85.1 101.9 
Under 5 2% 19% 21% f 
5tol4 ` 17 "27 27 23% 26% 27% 
15 to 24 ` 14 - 16 15 ae fe 
25 to 44 26 19 20 30 26 29 
45 to 64 16 13 11 30 30 26 
65 and over 6° 6 6 17 18 - 18 





Source: Acute conditions computed by applying age specific incidence rates reported by the 
U. S. National Health Survey for the civilian, noninstitutional population in U. S. Dept. of Health, 
Education, and Welfare Trends, 1961 edition; p. 14, to the population estimates by age in Table 1. 
Persons with chronic conditions computed in same manner, based on percentage of such persons re- 
ported in the U. S. National Health Survey for July 1957-June 1959 in U. S. Dept. of Health, Edu- 
cation, and Welfare Health Statistics, Series C, No. 5, p. 12. 


By contrast, the population sixty-five 
years and over, which is only 9 per cent 
of the population, absorbs 12 per cent 
of physicians’ visits, includes 17 per cent 
of the persons with chronic illness, 37 
per cent of persons with limitation of 
activity, and about 20. per cent of bed 
days at home and in short-stay hos- 
pitals. They contribute more than one 
fourth of first admissions to public hos- 
pitals for mental illness. Only in dental 
visits and treatment for acute conditions 
do they contribute substantially less 
than their weight in the population. 
Seventy per cent of those over sixty- 
five have å chronic condition impairing 
full activity. 

The differing future needs of these 
two groups are, to some extent, obviotis. 
To meet the needs of ‘infancy and child- 
hood, the pediatric services will have to 
grow even more rapidly than the total 
population. The ordinary diseases of 
infancy, and childhood will require even 


greater attention. At the same time, 
these are areas in which health measures 
have been- spectacularly successful in 
recent years. There would not seem to 
be a major need for medical innovation 
insofar as, purely physical health needs 
of this group are concerned. 

Sixty per cent of our: deaths now 
occur to persons over age sixty-five. 
The diseases of later life, especially 
the cardio-vascular-renal diseases and 
cancer, now dominate the medical scene. 
These two major causes of death now 
account for almost three-quarters of our 
deaths in the United States. 

To problems of physical illness and 
infirmity are added the social and 
psychological hazards of occupational 
obsolescence, low income, forced retire- 
ment, widowhood, and lack of an ade- 
quate role in today’s nuclear family. 


Older women are particularly vulner- 


able in these respects. They outnumber | 
men in their own age groups by 
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120:100; only 11 per cent are in the 
labor force compared with 34 per cent 
of men sixty-five and over; moreover, 
whereas 70 per cent of the men in this 
age group live with spouses, only 35 per 
cent of the women have husbands. A 


- sometimes neglected aspect of the health - 


problems of old age is the fact that it 
is- firstly a problem of elderly women 
and especially of widows. l 

It is a happy circumstance that far 
greater attention is being given to the 


medical problems of the aged than for- 


merly, This very fact may, in itself, 
increase the future problems of medical 
care for the aged. The above projec- 
tions assume a modest decline in mortal- 
ity at these upper ages. Should there 
be dramatic discoveries—for example, 
an absolute cure for cancer as suggested 
above—the number of the aged would, 
of course, be increased. As it is, the 
1960 census count of 16.6 million aged 
is 900,000 more than had been esti- 
mated. The problem of the aged is 
correspondingly greater than had been 
thought prior to the taking of the 
census. 


Young adults 


` The problems of the intermediate age 
‘groups not unexpectedly fall between 
the rather sharply differentiated health 
needs of the young and the old. The 
relatively low birth rates for the period 
1930-1944 are reflected in the smaller 
number at ages 15-29. We are short 
on young adults. But, in the years 
ahead, there. will be a rapid expansion 
of this group as the youngsters born 
since World War ‘II move up into this 
category. This age is at once the most 


accident-prone, especially for males, and © 
includes important years of childbear- ` 


ing. The large crop: of young adults 
will mean increased ‘need for maternal 
and child health services on the one 
hand and accident prevention on the 
other. It is, perhaps, appropriate to 
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note that the risk of fatal accident to 
males in.this age group is far greater 
than the risks to women of this group 
from childbearing and the diseases asso- 
ciated with childbearing. ‘Thus, the 
death rate- for accidents for 100,000 
white males at this age is 85 and the 
death rate for white females involving 
deliveries, abortions, and other compli- 


` cations associated with pregnancies is 


only 1.2. In general, this age group has 
a disproportionate percentage of acute 
illness and, of course, a small percent- 
age of chronic illnesses. - 


The middle-aged 


In the next decade, adults at ages 
30—44 will for a few years be a shrinking 
part of the total population, whereas 
the middle-aged (45-64) will continue 
to increase in numbers but not as a 
percentage of the total. The latter are 
the survivors of those born between 
1895 and 1915, when the birth rate in 
this country was high but falling. 

The present middle-aged are the old 
age problem of the future. . Their fatal 
illnesses “are similar—cancer and the 


- degenerative diseases of the heart and 


circulatory system. The differences in 
mortality favoring women over men are 
particularly striking at this age. The 
male death rate for diseases of the heart, 
for example, is two and a half times that 
for women. It is tempting to say that 
men in this age group are perhaps the 
most disadvantaged in our population in 
terms of health care. It is even tempt- 
ing to say that too great a part of our 
public health efforts and services are in 
a chivalrous way devoted to women and 
children more than to men. Maternal 
mortality in the last few years has been 
rapidly shrinking to the vanishing point. 
This is a splendid achievement that 
should, of course, be maintained. Even 
early infancy, which has always been 
regarded as a period of great vulner- 
ability, is no longer that. The average 
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risk of death to babies in their first year 
is now about the same as the average 
risk of death for men at age 60—64. 

It could be argued that little addi- 
tional effort need be devoted to the 
needs of younger women and infants 
and that substantially more should be 
devoted to adult males. The disadvan- 
tage of men in this regard is growing. 
The average expectation of life at birth 
for males is 65, as compared to 73 for 
women. The harvest of this difference 
is a substantial loss of productive life 
through death and disability of men and 
the social hardship of a lonely life for 
millions of elderly women. 


Age and mental illness 


As medical research has gone forward 
from one magnificent achievement to 
another in the postponement of death 


from physical ailments, attention has, 


been increasingly focused on illness and 
disability involving mental or psycho- 
somatic symptoms. Today, a substan- 
tial part of those suffering from serious 
psychoses are probably receiving med- 
ical attention, but certainly“only a 
small fraction of persons with signifi- 
cant psychoneuroses, emotional disturb- 
ances, and deficiencies of intelligence are 
getting competent medical attention. It 
is scarcely arguable that there is a great 
need for increasing medical personnel 
and services in this field, entirely aside 
from demographic changes. The de- 
mographic changes will intensify the 
problem of care. The aged have been a 
growing share of the population and 
have a disproportionate share of mental 
diseases, especially those involving in- 
volutional psychoses, degeneration, alco- 
holism, and general paresis. Partially 
. compensating for this fact is the high 
incidence of schizophrenia and manic- 
depressive psychosis among younger 
persons. In balance, it seems likely that 
the need for medical care for mental 
illness will be somewhat increased by 
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age changes in the population over the 
next decade as well as by total popula- 
tion growth. 

It is possible to sum up the effects of 
demographic changes for several aspects 
of health service, taking into account 
both changes in, total population size 
and in the several age groups of the 
population. 

It will be noted that the projections 
cited above postulate an increase of 
total population at 19 per cent in the 
decade 1960-1970 and 22 per cent in the 
decade 1970-1980, for an over-all in- 
crease of 44 per cent for the twenty- 
year period. In Table 4 are shown the 
prospective increases in health services 
arising from changes in population size 
and composition, 


TABLE 4— PROSPECTIVE INCREASES IN 
MEDICAL SERVICES AND CONDITIONS 
ATTRIBUTABLE TO POPULATION 





CHANGES, 1960-1980 (1960 = 100) 
SERVICE OR CONDITION 1960 | 1970 | 1980 

Projected population pa 100 | 119 | 144 
Physician visits -100 | 118 | 144 
Dental visits- 100 | 120 | 145 
Number of acute conditions | 100 | 135 | 166 
Persons with chronic 

conditions 100 | 116 | 139 
Persons with limited activity | 100 | 117 | 139 
Days of restricted activity: 

Male. 100 | 117 | 141 

Female 100 | 119 | 143 
Days in bed: 

Male 100 | 117 | 141 

Female 100 | 120 | 144 





Source: Computed as described in Table 3 by 
applying to the estimated pọpulation by age 
groups, the age specific rates per condition or 
service as reported in various issues of the U. S. 
Department of Health, Education and Welfare 
Health Statistics from the U. S. National Health 


‘Survey. 


Despite the increase in the number. 
of aged, the counterbalancing increase 
in the number of young people means 
little difference in the increase in chronic 
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diseases over that suggested by the 
growth of the total population. Inter- 
estingly enough, the greatest increase in 
long-run need may be for treatmeni of 
acute disorders which are more evenly 
spread throughout the population. 

Taking the health services as a whole, 
population changes mean increased needs 
roughly proportional to population 
growth. 


SOCIOECONOMIC FEATURES 


The previous sections discuss the 
needs for , medical - services arising 
specifically from population .changes. 

But it is not likely that the public 
will be satisfied with the present levels 
of service. Other developments will 
certainly intensify the effective need or 
demand. ‘Not only the total but the per 
capita use of medical facilities is, rising. 
A realistic projection of future demands 
for health services must take into ac- 
count this potential demand for addi- 
tional services per capita. 

Some of this increase in demand must 

surely arise from better health educa- 
` tion.: There is surely a growing knowl- 
edge of and willingness to use health 
services. - This may take the form of 
more physician visits, more hospitaliza- 
tion, or more medical treatment. Put 
in other terms, the population is steadily 
moving into those residence areas, in- 
come classes, educational levels, and 
occupations that use and demand more 
medical service than the national 
average. i 

Thus, urban people consult physi- 
cians and use hospital services more 
than rural farm people. There is’ a 
direct relation between income and 
medical service received. Contrary to 
the prevailing opinion, middle income 
groups, in fact, receive more medical 
service than the poor, despite public 
facilities provided for the latter without 


cost. The better educated receive more ` 


medical service than the uneducated or 
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poorly educated. Finally, the white- 
collar and other high-status occupational 
groups generally receive more medical 
care than unskilled labor, factory opera- 


‘tives, and other groups lower on the 


occupational scale. 


Trend toward utilization 


The force of social trends. in this . 
country is moving people into those 
categories which now use a dispropor- 
tionately large share of medical service. 
Thus, the urban population is increasing 
at the expense of the rural. Family in- 
come is rising—from $3,319 in 1950 to 
$5,620, a 69 per cent increase compared 
to a 23 per cent increase in the consumer 
price index. The average level of educa- 
tion, as indicated by years of schooling 
completed for`persons twenty-five years 
of age and over, has increased from 9.3 
in 1950 to 11.0 in 1959. White-collar 
occupations: are growing at the expense 
of manual and ‘semiskilled labor. In 
particular, the labor force in some of the 
more hazardous industries has dropped 
dramatically in the last few years. To 
take a single example, persons employed 
in coal mining have fallen from 443 
thousand in 1950 to 184 thousand in 
1959. - 

The . impact of these changes is 
demonstrated by the continuing evi- 
dence of increased medical services pro- 
vided on a per capita basis, as illustrated 
in Table 4. While physician visits, 
hospital admissions, and other specific 
measures show impressive incréase, per- 
haps the most significant is the increase 
in the over-all private expenditures for 
medical care and health insurance, which 
have risen from $8.6 billion in 1950 to 
$18.3 billion in 1959. This impressive 
increase, of course, includes the influence 
of population growth and of the lower 
purchasing power of the dollar. Taking 
these into account, the per capita in- 
crease is about 25 per cent, Some 5.5 
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per cent of aggregate family income is 
now devoted to personal health services. 

There seems no reason to expect a 
reduction in this percentage. More 
likely we will see a continuing trend 
toward an even larger share of a larger 
income devoted to medical costs. If 
we postulate a further increase in the 
1960’s of 25 per cent per capita expendi- 
tures for a population growing at 19 
per cent per decade, it will be necessary 
to increase the medical facilities in 
aggregate some 50 per cent during the 
1960’s and more than to double them 
by 1980. . These over-all figures, of 
course, conceal different rates of in- 
crease in the demand for different kinds 
of medical service. 


Changed nature of services 


The changed way of life of Americans 
is changing the nature of health services 
required. In few fields of human en- 
deavor have there beer such splendid 
successes as in the control of epidemic 
diseases. Death at ages under forty-five 
is becoming rare. At younger ages, the 
health services are increasingly being 
called upon to cope with situations that 
are more the by-products of social prob- 
lems than strictly problems of disease 
control. Our highly permissive society 
may well breed violence, sexual promis- 
cuity, and high accident rates among 
youth. The health services are called 
upon to treat and attempt to salvage 
the results in terms of death and injury 
owing to crimes of violence, to accidents, 
to the high incidence of venereal dis- 

` ease, and to special health problems of 

illegitimacy. These are the problems 
that the health services will have to 
meet in connection with the burgeoning 
group of children, youth, ‘and young 
adults. 

The problems of the aged are now 
properly much in the forefront. Seventy 
per cent of the population sixty-five and 
over have ‘chronic conditions, most of 
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which require medical attention, and, in 
a substantial percentage, these impose 
limited activity and bed care. i 

Nevertheless, because of the rising 
percentage of young people in the popu- 
lation, the need for long-term care in 
general and special hospitals may not 
increase so rapidly as might be ex- 
pected. In contrast with the experience 
during the 1940’s, the annual admis- 
sions to mental hospitals per 1,000 
population may not grow rapidly. The 
requirements for beds in special tubercu- 
losis hospitals may continue to decline. 
Thus, there will be a continuing demand 
for more hospital facilities, but the 
problem will perhaps be as much one of 
closing present lags as of caring for ad- 
ditional future demand. The needs for 
additional hospital beds is. almost twice 
the acceptable beds now available, that 
is, 1,195,000 acceptable beds available 
as against needs of 2,054,000, according 
to ratios and standards prescribed in the 
Public Health Service Act and regula- 
tions established under it. Particularly 
deficient are the number of beds needed 
for chronic illness. Existing acceptable 
beds for this purpose amount to only 
50,000, as compared with the need for - 
247,000. “However, the greatest need 
in volume is for more beds for mental 
patients, present acceptable beds being 
457,000 as opposed to 885,000 needed. > 
Also closely related to the problem of 
the aged is the acute need for more beds 
in nursing homes, present acceptable 
beds being 181,000 as compared with 
447,000 needed. 

Even without any long-range con- 
siderations, it will be necessary to plan 
for at least a doubling of present hos- ' 
pital and nursing home bed facilities. 


Personnel requirements 


Presumably, this will require a paral- 
lel increase in medical personnel, espe- 
cially nurses. Already the health service 
industries employ about 2.5 million per- 
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sons, of whom about three-fifths are 
connected with hospitals and related in- 
stitutions, Nevertheless, the shortage of 
nurses and. other hospital personnel is 
notorious. . 

It may be pointed out that the short- 
age of nurses is a relative rather than an 
absolute one. The number of trained 
and practical nurses has, in fact, in- 
creased much more rapidly than the 
population, from 375,000 in 196C to 
an estimated 500,000 in 1960. The 
shortage is, therefore, not just a matter 
of population growth; it is a matter of 
increased per capita demand for nursing 
and hospital services. 

The latter statement does not apply to 
physicians, whose number has barely 
kept pace with growth in population. 
Physicians have met the increasing de- 


mand by what is described by the con- ' 


servative members of the profession as 
“more efficient” service. Specifically, 
this means greater specialization. The 
percentage of full-time specialists among 
practicing physicians has-risen rapidly. 
With increasing population concentra- 
tion, it is possible to direct patients to 
specialists who, in turn, can deal with a 
larger number of patients and, at the 
same time, provide better medical care. 


Presumably, some further economies . 


can be achieved by such specialization. 
But it is difficult to escape the con- 
clusion that there must be a major 
increase in the number of men and 
women entering the medical profession. 

Just to maintain the 1959 ratios of 
physicians to total population will re- 
quire the addition of 19 per cent of physi- 
cians by 1970 and 44 per cent by 1980. 
While there has been a modest growth 
in the number of medical students and 
the graduates of medical schools, there 
would seem to have to be a marked in- 
crease to meet the rising demand. Even 
if the minimum goal of maintaining 


present ratios of physicians to popula-. 


tion is to be met, the medical school 
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facilities must be greatly increased. 
This minimum target will have to be 
raised to meet the higher per capita 
medical service that will almost surely 
be required by a population both better 
educated to medical needs and better 
able to meet medical expenses. 

Where will the needed manpower in . 
the health professions come from? Hos- 
pitals have great difficulty in recruiting 
personnel. The medical schools com- 
plain that the number and quality of 
applicants have seriously declined. To 
fill the needs for medical service, larger 
numbers of foreign physicians have been 
permitted to enter training at various 
levels in this country, and the proportion 
of foreign practitioners, often ill-trained, 
in hospitals has become a matter of very 
serious national concern. 

\ 


PROBLEM AND ANSWER 


Demographic projections offer at least 
a partial answer to this problem. As 
noted above, there has been a shortage 
of young adults and, consequently, a 
sharp competition for their services 
among the several occupations. The 
graduates of high schools and especially 
colleges have, in recent years, enjoyed 
a competition: for their services that has 
bid up the salaries for beginners. Young 
people lacking specialized training are 
often offered wages and salaries above 
those given older persons of superior 
training and experience. The present 
generation has been extraordinarily fa- 
vored from an economic point of view, 
both as compared with their elders and 
as compared with their juniors, the 
crowded ranks of children and youth. 
In one sense, they have had it easy. 
Doubtless, as both cause and conse- 
quence, young people today marry early 
and have children early. This latter 
factor, as much as the general economic 
demand for the services of young people, 
makes it difficult for the health services 
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to recruit personnel. Thus, in the past, 
the health services have relied heavily on 
two categories that are in especially 
short supply. First are young, unmar- 
ried women for nursing and related 
occupations. Nursing is not easily 
compatible with family life and the 
care of small children. Thus, the pool 
of young women from which nurses are 
recruited is doubly reduced by the small 
cohorts at these ages and by early 
marriage and childbearing. 

The problem of recruiting physicians 


and applicants to medical schools is. 


quite different but even more difficult. 
Training for the medical profession is 
perhaps the longest and most arduous 


of any major occupation. In a situation ` 


in which the possibility of early income 
is readily available and one in which 
a high premium is placed on early 
marriage and family formation, the 
medical profession is at a serious dis- 
advantage in recruitment. 


This way well change. The large 
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numbers of children now in grade school ` 
and entering high school will, in a few ` 
years, be entering the labor force ages. 
Given the same level of economic activ- 
ity, these larger numbers will encounter 
much more competition than their pred- 
ecessors in seeking jobs. Until recently, 
the shortage of young people put them 
in a good bargaining position, but the 
greater numbers that will soon be on the 
scene will force much more competition 
for the available opportunities. This’. 
competition should make the long and 
rigorous medical training more attractive 
to the young college graduate than it i 
today. 7 

Thus, demographic trends and’ the 
related socio-economic trends will pro- 
duce an enormous increase in the de- 
mands for health service in the years 
ahead. But the same forces should, on 
the one. hand, produce the economic de- 
mand and, on the other hand, provide 
the young manpower to make it pos- 
sible to meet these needs. 
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Anticipating the Health Needs of Americans: 
Some Economic Projections 


By Burron WEIsBrop * 


ABSTRACT: Per capita demand for medical goods and serv- 
ices depends upon three categories of variables: (1) consumer 
preferences, (2) consumer purchasing power, and (3) prices 

‘of medical goods and services compared with other goods and 
services. Forces in each ‘category are operating to raise 
market demand. Research is providing new and improved 
drugs and therapeutic devices which tend to affect prefer- 
ences and direct spending toward health. Rising income is 
similarly leading to increased demand for medical goods and 
services; and more crowded urban living quarters with rising 
prices of household servants are increasing the difficulty of 
home care for the ill and are producing an enhanced demand 
for hospital services. While additional medical resources will 
be needed to meet-the rising per capita demand, both the ratios 
of physicians and hospital beds to population are declining. 
_Adverse effects of the declining relative number of physicians 
are being reduced by rising physician productivity, but the 
relative decline in the number of hospital beds is particularly 
serious in the light of increased per capita use of hospitals. 
Increased demand for health services is also being reflected 
in the government medical research and health services 
budgets. For some years, the percentage of income devoted ` 
to the prevention of illness and to treatment of the ill will grow. 
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N the coming years, what will happen 
to the market demand for medical 
services; what resources will be required 
to meet the expected demands; what 
will happen to medical-care costs? 

In this paper, I shall suggest partial 
answers to these questions. But, first, 
a few words about health “needs”—the 
theme of this symposium. 

There is no doubt that we need more 
and better medical research, prevention 
and detection of disease, and treatment 
and rehabilitation of the ill. Yet’ we 
also need more and better schools and 
teachers, highways, public urban. trans- 
portation, slum clearance and housing, 
parks, flood control, and military de- 
fense, to give only a partial list. We 
cannot have them all. Our total needs 
(wants) exceed our capacity to meet 

. them. Recognizing that, in general, 
choices must be made, that we cannot 
obtain all our private and social needs, 
is the first step toward making sound 
decisions. 


DEMAND FOR HEALTH SERVICES 


. Although we often speak of health 
needs, adherence in this country to an 
essentially private enterprise economic 
system implies that individual consumer 
demands for health services will princi- 
pally determine the amounts provided. 
The outlook for this demand is a 
function of changes in three sets of 
variables: consumer preferences or 
tastes, consumer purchasing power, and 
relative prices of health services as 
opposed to other goods and services. 


1 As a guide to expenditure decisions, some 
attempts have been made to define and meas- 
ure benefits of various programs to improve 
health. For example, see Raschi Fein, Eco- 
nomics of Mental Illness (New York: Basic 
Books, 1958); D. C. Reynolds, “The Cost of 
Road Accidents,” Journal of the Royal Sta- 
tistical Society, Vol. 119 (1956), pp. 393-409; 
and Burton A. Weisbrod, Economics of Public 
Health (Philadelphia: University of Pennsyl- 
vania Press, 1961). i 
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- Consumer preferences influence de- 
mand in a variety of ways. Through 
time, changing tastes occur in response 
to the great advances in medical tech- 
nology, As research and development 
succeed, new: opportunities are -created 
for preventing, detecting, and treating 
illness. Even if income and all other 
variables affecting demand were to re- 
main constant in the future, demand for 
medical services would grow with the 
availability of new and improved tech- 
niques and drugs. Since these develop- 
ments hinge upon research, we can 
anticipate an acceleration, of demand 
for health and medical services as the 
magnitude of medical research expendi- 
tures soars. Expenditures for medical 
and health-related research have risen 
from an estimated $88 million in 1947 
to $715 million in 1960 (Table 1), an 
increase of over 700 per cent, or a simple 
average rate of increase of more than 50 
per cent per year. Medical research 
expenditures shall soon exceed one 
billion dollars and will probably pass the 
two billion dollar mark within the 
decade. Though a part of this increase 
may represent the effects of inflation, 
the actual and anticipated increases, in 
the amounts of resources devoted to 
medical research have been and will 
continue to be impressive. 

In addition to changing with the in- 
troduction of new medical techniques 
and drugs, preferences and expenditures 
also vary with the consumer’s age. Evi- 
dence exists that expenditures for health 
services generally increase with age.” 


2 According to a 1958 survey by the Health 
Information Foundation and the National 
Opinion Research Center, University of Chi- 
cago, mean gross expenditures for all personal 
health services were under $50 for persons 
under 18 years of age, $98 for persons 18-34, 
$108 for those 35-54, $129 for those 55-64, 
and $177 for those 65 and over. See Odin W. 
Anderson, Patricia Collette, and Jacob J. Feld- 
man, Family Expenditure Patterns for Personal 
Health Services, 1953 and 1958: Nationwide 


2 
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TABLE 1—Sources or FUNDS FOR MEDICAL AND HEALTH-RELATED RESEARCH 
SELECTED YEARS, 1940-1970, UNITED STATES . 
(Dollar Figures in Millions) 
1940 1947 1957 _ 1960! 19702 
TOTAL $45 $88 $397 $715 $2,300 
FEDERAL GOVERNMENT 3 (7%) | 28 (32%)| 186 (47%) | 380 (53%) | 1,610 (70%) 
(percentage in parentheses) f ` 





1 Estimated. 2 Projected. 


‘Sources: 1940-1960 are from U. S., Congress, Senate, Committee of Consultants on Medical 
Research to the Subcommittee on the Departments of Labor and Health, Education, and Welfare 
of the Committee on Appropriations, Federal Support of Medical Research, May 1960, p. 24. 1970 
data are from unpublished projections developed for the Rockefeller Foundation Exploratory Study 
Report of the Ad Hoc Committee to Study Voluntary Health and Welfare Agencies. The federal 
government estimate of $1.6 billion is consistent with the Bureau of the Budget projections of 1970 
expenditures by the National Institutes of Health: low estimate, $1.2 billion; medium estimate, 


$1.3 billion; high estimate, $2:0 billion. U. S., Bureau of the Budget, Special Study, Ten-Year Projec- 


tion of Federal Budget Expenditures, 1961, p. 48. 


This implies that changes in the age 
structure of our population will alter 
aggregate expenditures for health serv- 
- ice$, with aging leading to increased 
expenditure. And all four of the Bureau 
of Census population series project an 
aging population within the next twenty 
years.? 


Another factor changing consumer 


attitudes or tastes is urbanization. For 
example, the increased likelihood of 
urban wives working away from home 
may influence demand patterns in favor 
of additional health expenditures, espe- 
cially for hospital services. 

My view that changes in consumer 
tastes, in themselves, have led to in- 
creased demand and expenditures for 

` health services tends to be supported by 
recent statistical evidence. According to 
Table 2, family expenditures on health 
services increased in every income 
bracket between 1952—1953 and 1957— 





Surveys (Health Information Foundation Re- 
search Series, No. 14) (New York: Health 
Information Foundation, 1960), p. 11. 

3 In particular, the proportion of the popu- 
lation 65 years of age and over is expected to 
rise. 
Trends (Washington, D. C.: 
Printing Office, 1960), p. 1. 


Governmént 


See Health, Education, and Welfare. 


1958. In other words, holding income 
approximately constant, expenditures 
nevertheless increased in the five-year 
period. This suggests a shift in con- 


sumer preferences in favor of health 


TABLE 2—~Mzan Gross EXPENDITURES FOR 
ALL PERSONAL HEALTH SERVICES PER INDI- 
VIDUAL, AND AGGREGATE FAMILY OUTLAY 
FOR PERSONAL HEALTH AS A PERCENTAGE 
of AGGREGATE FAMILY INCOME, BY 
Famy Income, 12-Montu PERIOD, 
1952-1953 Anp 1957-1958 


























AGGREGATE 
MEAN Gross FAMILY 
EXPENDITURES | OUTLAY AS 
PER PERCENTAGE 
INCOME INDIVIDUAL | OF AGGREGATE 
Group INCOME 
1952~ | 1957— | 1952- | 1957- 
1953 1958 1953 | -1958 
All groups $66 | $94 | 48%] 5.5% 
: Under $2,000 54 75 |11.8 | 13.0 
$2,000-3,499 “48 80 | 61 8.4 
$3,500-4,999 61 88 | 54 6.4 
5,000-7,499 76 95 | 4.7 5.4 
$7,500 and over | 102 | 119 | 3.0 | 3.9 











Source: Odin W. Anderson, Patricia Collette, 
and Jacob J. Feldman, Family Expenditure 
Patterns for Personal Health Services, 1953 and 
1958: Nationwide Surveys (Health Information 
Foundation Research Series, No. 14) (New York: 
Health Information Foundation, 1960), p. 8. 
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services, though the information is not 
conclusive. 

A second category of factors shaping 
demand and expenditures is purchasing 
power. Table 2 also indicates that 
private health expenditures rise, in gen- 
eral, with family income. If this con- 
tinues to be true in the future, as is 
likely, then, simply as a result of eco- 
nomic growth and rising real income, the 
volume of expenditures on health will 
increase, even if medical technology, 
population size and age structure, and 
other variables influencing consumer 
tastes were to remain constant. 

Although the influence of income on 
health expenditures is positive, it is 
apparently true that health expenditures 
rise relatively more slowly than income, 
other things being equal. Table 2 also 
shows that the percentage of income 
devoted to personal health services fell 
as income rose in 1952-1953 and also 
in 1957-1958. i 

To changes in tastes and changes in 
income, a third variable influencing— 
and, in this case, increasing—demand 
for health should be added, namely, 
changes in prices of other goods and 
services. One important example is the 
bidding up of land prices in metropolitan 
areas as our society becomes increas- 
ingly urbanized; this manifests itself in 
smaller dwelling units than in more 
rural surroundings, with a resulting dif- 
ficulty in caring for the ill who require 
quiet surroundings or isolation. One 
result is increased use of hospitals and 
nursing homes, as the cost of a substi- 
tute, home care, rises. Similarly, rising 
prices of household servants, with their 
exodus to better paying industrial em- 
ployment, have increased the difficulty 
of providing home care for the ill and, 
thereby, added to the demand for hos- 
pital facilities. 

In discussing separately each of the 


three categories of factors influencing: 


individual consumer demand for health 
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services—tastes, purchasing power, and 
other prices—I have found evidence 
leading to the expectation that real per 
capita expenditures on personal health 
services will grow through time. More- 
over, although it appears that personal 
liealth spending rises relatively more 
slowly than income, when other demand 
variables are held constant, the other 
variables—preferences and other prices 
—have been changing so substantially 
that personal health expenditures have 
actually risen relatively more rapidly 
than income. Private expenditures for 
medical care, including voluntary health 
insurance, have grown from 4 per cent 
of United States disposable income in 
1948 to 4.4 per cent in 1953, 5.3 per 
cent in 1958, and more than 5.4 per cent 
in 1959.4 Continuation of this upward 
trend seems to be largely contingent 
upon rapid advances in medical knowl- 
edge to make available a continuing 
stream of new and better goods and 
services for the improvement of health. 
Aging of the population and urbaniza- 
tion will also contribute to rapidly 
‘increasing health expenditures. 

It is worth while to emphasize an 
implication of the previous remarks. To 
the extent that our medical research is 
successful, we are likely to spend more, 
not less, on health. Much of the rise 
through the years in medical care costs 
has actually reflected quality improve- 
ment as better and usually more costly 
medical techniques have become avail- 
able. It is a mistake always to lament 
rising. expenditures on health and in- 
creasing use of health facilities. Our 
social objective is surely not to minimize 
health expenditures, but, rather, to 
maximize net benefits. Just as we gen- 


4 Computed from data on private medical 
care expenditures in Health, Education, and 
Welfare Indicators (Washington, D. C.: U. S. 
Government Printing Office, Janúary 1961), 
p. 44, and from data on disposable income in 
issues of the Federal Reserve Bulletin, 
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erally approve of investment in factories 
and machinery—nonhuman capital—to 
increase productive capacity, so we 
should view health expenditures as in- 
vestment in human capital. By creating 
a healthier population, and by extending 
life, health expenditures make a positive 
contribution to people’s productivity. 
This is in addition, of course, to the 
obvious importance of good health for 
its own sake. 

Demand for better health is also 


manifesting itself in growing pressure on` 


government to support medical research. 
Table 1 indicates that federal govern- 
ment-financed medical research has been 
growing very rapidly ‘both in absolute 
amounts and as a percentage of total 
medical research spending, rising from 
$3 million, 7. per cent of the total in 
1940, to an estimated $380 million, 53 
per cent of the total in 1960, and within 
a decade expected to-more than quadru- 
ple, to $1,610 million, and to account 
for 70 per cent of the total. The in- 
creasingly important role of the federal 
government in financing medical re- 
search is largely due, I believe, to- (1) 
the underfinancing of basic research on 
a private basis, because it is often not 
profitable to any individual firm; and 
(2) the public concern over charges by 
congressional investigators of allegedly 
high prices of drugs—products of pri- 
vately financed research. 

Government is also likely to be called 
upon more frequently to stimulate the 
application of research findings. This 
may take such a form as extended com- 
pulsory vaccination against contagious 
diseases, as has been done long ago with 
smallpox but not yet with polio; it may 
take the form of increased setting and 
enforcement of medical safety standards 
by the Food and Drug Administration 
(food additives) and the Public Health 
Service (water and air pollution). 
These a priori expectations are partially 

- borne out by recent Food and Drug 


` ing. 
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Administration (FDA) data on the 
number of “voluntary corrective actions 
made by industry following FDA in- 
spections.” Thesė actions, involving the 
destruction or conversion to nonfood use 
of adulterated food, and plant im- 
provements, have been growing in num- 
ber, reflecting increased activity by the 
agency. There were some 1,200 actions 
in 1957; more than 1,500 in 1960.5 
Similarly, the research and development 
budget of the FDA is expected to rise 
considerably faster in percentage terms 
than the total federal government 
budget. From $2.1 million in fiscal 
1959 and an estimated $2.5 million in 
fiscal 1960, it is expected to reach $3.5 
million in 1961.6 Federal government 
expenditures for promotion of public 
health, excluding the National Institutes 
of Health (research), were less than 
$500 million in 1960, but, on the basis 
of medium projections, they are esti- 
mated to rise to over $900 million by 
1965, reflecting increased outlays for 
grants for such purposes as hospital 
construction (Hill-Burton program), 
waste treatment works, and nurse train- 
Substantial federal involvement 
with air and water pollution would lead 
to additional expenditure increases. 
With the growth of medical knowledge 
and the health problems of an urbaniz- 
ing, increasingly interdependent society, 
government will be under added pres- 
sure to develop and enforce health 
standards,. since an individual cannot 
control the safety of the preprocessed 
foods he eats or of the water and air 
he drinks and breathes. 


5 Health, Education, and Welfare Indicators, 
op. cit., p. 23. 

6 National Science Foundation, Federal 
Funds for Science, IX, The Federal Research 
and Development Budget, Fiscal Years 1959, 
1960, and 1961 (Washington, D. C.: U. S. 
Government Printing Office, 1960), p. 50. 

7U.S., Bureau of the Budget, Special Study, 
Ten-Year Projection of Federal Budget Ex- 
penditures, 1961, p. 48. 
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MEETING THE EXPECTED DEMAND 


As demand for health and medical 
care rises, what additional resources will 
be required? ‘More of everything” is 
too facile an answer and may even be 
wrong. In this section, I shall consider 
the future needs and expected future 
availability of physicians, nurses, and 
hospital beds—the major health-care re- 
sources. Table 3 shows the quantities 
of these resources per 100,000 popula- 


tion during this century and some pro- - 


jections into the 1970’s. Especially 
noteworthy is the secular decline in the 
ratio of physicians to population and the 
projected decline through 1975. This 
has evoked considerable concern among 


TABLE 3—NUMBER OF PHYSICIANS, ACTIVE 
PROFESSIONAL GRADUATE NURSES, AND 
Hospirat Bens PER 100,000 POPULATION, 

SeLecreD Years, 1900-1959, AND 
Some PROJECTIONS 


(Rate per 100,000 Population) 





pores 

ES- - | HOspPreaL 
YEAR PHYSICIANS gee: A BEDS 

NURSES 

1900 157 — — 
1910 146- 55 — 
1920 136 98 770 
1930 125 175 780 
1940 133 216 930 
1950 134 247 960 
1954 132 _ 247 980 
1956 132 256 960 
1958 133 264 910 
1959 133 — 910 
1965 133 ' 269 
1970 130 284 
1975 126 — 





Sources: Health, Education, and Welfare Trends 
(Washington, D. C.: U. S. Government Printing 
Office, 1960), p. 44 (physicians and nurses, 
1900-1959), p. 51 (hospital beds, 1920-1959). 
U. S., Congress, Joint Economics Committee, 
Trends in the Supply and’ Demand of Medical 
Care, prepared by Markley Roberts (Study 
Paper No. 5, Study of Employment, Growth, 
and Price Levels), November 10, 1959, p. 70 
(projections). 
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students of our society’s health needs. 
Pressure to increase the output of med- 
ical schools is mounting; recommenda- 
tions are being made for the govern- 
mental subsidization of students and for 
the construction and operation of med- 
ical schools. But the common refrain, 
“Clearly we have too few doctors,” ® 
requires analysis. 

There are many cogent reasons for 
saying that the level of our health 
standards will continue to rise, that life 
expectancy will increase, that time lost 
due to illness will decrease—even if the 
ratio of physicians to population fails 
to rise or even falls. These reasons all 
involve factors which are substantially 
adding to physician productivity—the 
number of patients treated per day— 
without reducing quality. of service. 

Transportation, The proportion of 
population living in metropolitan areas 
is rising, bringing people closer together. 


.This means less travel time for doctors 


visiting patients’ homes, increasing the 
number of. patients a doctor can see. 
The automobile has also contributed to 
facilitating transportation. 
Communication, Recent studies by 
the National Health Survey disclose that 
more than 10 per cent of physician visits 
(consultations) are by telephone.*° In 
urbanized areas, the figure exceeded 12 
per cent, but it was only about 4 per 
cent in rural farm areas. Thus, the 


8 “Physicians for a Growing America,” Re- 


-port of the Surgeon General’s Consultant 


Group on Medical Education (Bane Commit- 
tee) (U. S. Public Health Service Publication 
No. 709) (Washington, D. C.: U. S. Govern- 
ment Printing Office, 1959). 

9 Selig Greenberg, “The Decline of the Heal- 
ing Art,” in The Crisis in American Medicine, 
special supplement of Harper’s, 1960, p. 134. 

`10 “Volume of Physician Visits, United 


- States, July 1957-June 1959,” Health Sta- 


tistics from the National Health Survey, Series 
B-No. 19 (Washington, D. C.: U. S. Depart- 
ment of Health, Education, and Welfare, 
1960), p. 2. 

11 Ibid., p. 6. - 
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continuing population movement off the 
farms and to the cities will lead to in- 
creased use of the telephone, raising 
physician productivity. . 

Hospital utilization., For reasons, 
some of which have been presented 
above, people are increasingly utilizing 
hospitals, particularly in urban areas. 
The effect on physician productivity is 
twofold: The physician is spending less 
of his time en route to patients than 
would otherwise be the case. The avail- 
ability of nurses, interns, and treatment 
facilities superior to those in the home 
reduces the time required of the physi- 
cian. 

Drugs. Developments of new and 
vastly improved drugs have, to some 
extent, reduced the requirement for 
physicians. A case of pneumonia today 
may require only two or three doctor 
visits; many more were necessary before 
the discovery of powerful antibiotics. 

Physician specialization. As the train- 
ing of physicians improves through the 
years, and as an increasing proportion 
of them do advanced work and become 
specialists, the quality of the supply of 
physicians improves, and, with ‘this, 
their effectiveness, their productivity, 
rises. There is a growing trend of 
specialization among physicians. Of all 
physicians in private practice in 1931, 
fewer than 17 per cent were full-time 
specialists, but by 1940 the figure was 
24 per cent, by 1949 it was 36 per cent, 
and by 1959, 49 per cent.*” 

As each physician receives more train- 
ing, has better facilities and drugs with 
which to work, and has better transpor- 

` tation and communication services avail- 
able, his effectiveness grows. Surely, 
such factors must have been operative 
during this century in which health 
standards in the United States have 
climbed and life expectancy at birth has 
12 U. S., Senate Committee on Appropria- 


tions, Federal Support of Medical Research, 
May 1960, p. 22. 
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TABLE 4—Noumeper or HOSPITAL ADMISSIONS 
AND Torat Days IN Hosprrat PER 1,000 
POPULATION AND AVERAGE LENGTH OF 
Stray, 1931, 1940, 1950, 1958 








ADMISSION | AVERAGE | ToraL Days 
YEAR PER 1,000 LENGTH | in HOSPITAL 
POPULA- OF STAY PER 1,000 

TION (Days) POPULATION 
1931 56.3 15.3 860 
1940 74.3 13.7 1,019 
1950 109.8 10.6 1,165 
1958 133.9 9.5 1,274 





Note: Figures apply to all types of hospitals 
other than mental and tuberculosis. 

Source: Health, Education, and Welfare Trends, 
1960, p. 47. 


, grown from forty-nine years at the turn 


of the century to seventy years today 
while the ratio of physicians to popula- 
tion has declined. Health standards 
would be still higher had the ratio not 
fallen, but the point to be emphasized 
is that rising standards of health and 
falling ratios of physicians to population 
are not incompatible. 

To some extent, nurses are substitutes 
for physicians, and Table, 3 shows that 
substantial increases in the ratio of 
nurses to population have occurred and 
are forecast; this has partially com- 
pensated for the decline in the relative 
number of physicians. But the effec- 


. tiveness of both physicians and nurses is 


related to the availability of hospital 
facilities, and here lies a source of par- 
ticular concern. Table 3 indicates that 
the supply of hospital beds relative to 
the population has declined during the 
last decade. Meanwhile, demand has 
risen. Hospital admissions per 1,000 
population have increased 140 per cent 
in the last thirty years, and, though the 
average length of stay has decreased by 
almost 40 per cent, the total number of 
days spent in the hospital per 1,000 
persons has risen 48 per cent (Table 4). 
If we are to meet the growing demand 
for hospital services which will certainly 
continue, we must reverse the decline 
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in the ratio of hospital beds to popu- 
lation. 


Costs 


The medical care price index of the 
Bureau of Labor Statistics rose 56.9 per 
cent between 1947-1949 and the third 
quarter of 1960. Physician fees rose 
proportionately less,.45.9 per cent, as 
did dentists fees, 38.1. per cent, and pre- 
scriptions and drugs, 22.9 per cent. 
Only hospital room rates rose more than 
the over-all index, increasing by 125.8 
per cent..* The same pattern appears 
if we study the trend of per capita dollar 
expenditures on medical care. While 
they increased by 100 per cent between 
1948 and 1959, per capita expenditures 
for physicians’ services increased by ap- 
proximately 75 per cent, for dentist’s 
services by 80 per cent. Expenditures 
per capita for medicines and appliances 
increased by 110 per cent, but hospital 
services again led the list of increases— 
over 143 per cent. This information 
seems consistent with the view expressed 
above that ‘current and anticipated 
scarcities related to hospital facilities 
appear to be more severe than scarcity 
of physicians. 

Space limitations preclude discussion 
of all components of medical care costs. 
Therefore, hospital costs will be sepa- 
rated for study because they are quanti- 
tatively the most important of all 
medical care costs. 

Hospital costs per day are likely to 
increase at least as rapidly as they have 
in the past decade—at an- arithmetic 
average rate of over 9 per cent per 


annum. For one reason, costs of per-’ 


forming the hospital’s hotel services of 


18 Health, Education, and Welfare Indi- 
cators, February 1961, p. 11. Hospitalization 
insurance rates also rose more than the over- 
all index, though, obviously, this is a function 
of the increase in room rates. 

14 Health, Education, and Welfare Indi- 
cators, January 1961, p. 44. 
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room and board will climb as patients 
demand expanded comforts and menus 
in hospitals to keep pace with their 
generally rising standards of living. Air 
conditioning, radio and televison sets, 
telephones, and choice of entrée at meal- 
time are becoming more common in hos- 
pitals.t® Costs mount as they do. 

A second reason for anticipating in- 
creases in hospital costs per day is the 
rising investment in hospital equipment 
and treatment facilities. As research 
and development succeed in providing 
new, improved facilities, the additional 
expenses will be felt, though, of course, 
they will signify improvement in the 
quality of hospital care. Caution will 
be necessary lest all cost increases be 
judged as bad without distinguishing be- 
tween quality-improving increases and 
mere price inflation. 

Third, hospital costs per day will in- 
crease because of the labor-using nature 
of hospital technology in a relatively 
labor-scarce economy with rising real 
wage rates. Payroll accounts for about 
two-thirds of hospital costs; in more 
mechanized industries, such as steel and 
automobiles, half of that is not unusual. 
Moreover, hospital payroll costs have 
been increasing as a percentage of total 
costs, though, for the economy as a 
whole, the percentage has been rather 
constant. In 1946 payroll costs consti- 
tuted 56.1 per cent of total hospital 
costs; by 1952 they were 61.5 per cent, | 
and in 1959, 66.2 per cent.1° Hospitals 
will, therefore, feel more sharply than 
most industries the results of rising 
wages. Contributing to hospital labor 
cost difficulties will be expanded educa- 
tion which will tend to reduce the supply 
of relatively unskilled labor whose wages 


15 Ray E. Brown, “Forces Affecting the 
Community’s Hospital Bill,” reprinted: from 
Hospitals, September 16, 1958-October 1, 1958, 
p. 5. 

16 Hospitals, Vol. 34 (August 1960), Part 2, 
p. 365. 
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account for much of hospital labor costs. 
Finally, there are consequences of grow- 
ing unionization of hospital employees. 

Hospital costs per admission may be 
expected to rise more slowly than costs 
per day as increased knowledge and im- 
proved methods of treatment reduce 
average length of stay. - While it is con- 
ceivable that patients will find costs per 
admission actually falling because of 
greatly reduced length of hospital stay, 
this is unlikely and, in a certain sense, 
undesirable. If medical knowledge im- 


proves, treatment costs for some classes - 


of illness which had hitherto been largely 
untreatable-—such as advanced cancer— 
will increase, although the cost increase 
may be small relative to the value of 
extended life expectancy and reduced 
morbidity. Thus, while’ it is desirable 
to reduce hospital expenditures for pro- 
viding a given degree of treatment, it 
may be equally desirable to increase 
expenditures if improved, though more 
costly, treatment becomes possible. 
Chemotherapy for tuberculosis victims 
has diminished their hospitalization 
costs, but X ray and radioactive ma- 
terial treatment of cancer victims has 
increased their hospitalization costs. 
The belief that costs per admission will 
rise is, in part, based on the assumption 
that medical research will be more 
successful in developing expensive 
treatment techniques than inexpensive 
“cures” or preventives. 


SUMMARY AND CONCLUSIONS 


Demand for better health will in- 
crease, in the years ahead, not only on 
the basis of population growth but also 
_ on a per capita basis. A popula- 
tion with a rising percentage of elderly 
people, with rising income, confronting 
increased difficulty of providing ade- 
quate home care, and finding new and 
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improved drugs and treatment facilities 
becoming available, will demand more 
and spend more for health and medical 
care. Rising physician productivity, in- 
creased physician specialization, and 
increased use of hospitals will permit 
continued improvement of health stand- 
ards in spite of anticipated reductions in 
the relative number of physicians in the 
population—provided that additional 
hospital ‘facilities become available. 
Hospitals will be still more concerned 
than now about labor-saving ‘devices to 
reduce costs without reducing quality of 
care. Automation, now well-established 
in the hospital business office, will ex- 
tend its impact to the housekeeping and 
treatment phases of hospital activities. 
Hospitalization insurance and prepay- 
ment charges will, of course; reflect the 
pattern of hospital costs and utiliza- 
tion.7 

The demand for improved health will 
spill over into the public sector. Here, 
it will take the forms of pressure for in- 
creased research and for protection of 
individuals against the health dangers 
inherent in our dynamic and increas- 
ingly crowded society—dangers such as 
environmental pollution, communicable 
diseases, and improved food preparation 
and handling. This adds up to substan- 
tial growth in private and public per 
capita investment in the health of’ 
people.*® 


17 Insurance and prepayment plans will be 
affected by hospital costs, but, at the same 
time, there is evidence that utilization rates 
may be affected by the presence of insurance. 
The role of health insurance is the subject of 
another article in this volume. 

18 The U. S. National Health Survey find- 
ings, though only for two years, tend to indi- 
cate that the investment pays returns in the 
form of decreased absenteeism from school 
and job. See Health, Education, and Welfare 
Trends, 1960,zp. 39. ` 


Some Selected Aspects of American Sociology, 
September 1959 to December 1960 


By Marvin BRESSLER 


HE despair of American sociology 

is the shadow that-lies between its 
attainments and ultimate aspirdtions; its 
consolations rest on the achiévements of 
its recent history. Thus, in a knowing 
and disarming essay on the state of the 
discipline published during the months 
covered by this report, Wilbert Moore 
is willing to acknowledge the serious- 
ness of sociology’s remote and secret 
imperialist aims, but only in the mock 
language of- sacred declaration:* “I do 
personally confess, however, to a deep 
faith in sociology as the ‘generalizing 
social science, and to the conviction 
that we shall inherit the Kingdom of 
Earth, if not of Heaven.” When, how- 
ever, he regards the contemporary: world, 
Moore, like most-of his fellows, is con- 
tent to settle for the more sober claim 
that “sociology has grown, by any con- 
ventional test, that it has gained in- 
creasing if grudging recognition outside 
its own professional ranks,” and that he 
has the “impression of progress in soci- 
ological scholarship.” 


1 Wilbert E. Moore, “The Whole State of 
Sociology,” American Sociological Review, Vol. 
24 (October 1959), No. 5, pp. 715-718. 


-Leonard S. Cottrell, 


Certainly, by one conventional test, 
the vulgar criterion of gross quantitative 
increase in productivity, advance in soci- 
ological scholarship has been truly im- 
posing, almost alarming. In 1948 the 
gifted Edward Shils could still dare to 
produce singlehandedly and without 
notable misgivings a comprehensive 
monograph containing summaries and 
critical evaluations of most areas of 
sociological inquiry. Only eight years 
later, Hans Zetterberg felt obliged to 
assemble a team of, twenty-one collabo- 
rators to conduct a comparable enter- 
prise because “it is no longer feasible 
for one person-to master all phases of 
sociological research findings in the 
United States.”* Similar strategies. 
were adopted by Merton, Broom, and 
Cottrell and by Gittler, the editors 
of the two compendia of sociological 
wisdom that have appeared in the past 
several years.* Robin Williams’ review 

2 Edward Shils, The Present.State of Amer- 
ican Sociology (Glencoe, Ill: Free Press, 
1948). 

3 Hans L. Zetterberg, Sociology in the United 
States of America (Paris: UNESCO, 1956). 

* Robert K. Merton, Leonard Broom, and 
Jr., Sociology Today: 


Marvin Bressler, Ph.D., Levittown, Pennsylvania, is Professor of Sociology in the 
Graduate School of Arts and Sciences and Chairman of the Department of Educational 
Sociology and Anthropology of the School of Education at New York University. He 
also is research consultant in sociology at the Karen Horney Clinic in New York. He has 
previously taught at the University of Pennsylvania and at Princeton University. He is 
_ coauthor of Indian Students on an American Campus (1956) and senior author of Tax- 

Supported Medical Institutional Care for the Needy and Medically Needy o f Pennsylvania 
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of a decade of research in racial and 
cultural relations, one of nineteen topics 
which comprise the Gittler volume, in- 
` cludes a “partial” bibliographical listing 
of 210 items, and W. Lloyd Warner. 
thoughtfully appends some 268 refer- 


ences to his survey of social stratifica- ` 


tion.® And there is absolutely no 
prospect of any moratorium on this 
formidable output. 

So much affluence invites efforts at 
classification, and, indeed, a number of 
sociologists have tried to impose some 
semblance of order on the new abun- 
dance. A number of the resultant 
taxonomies are remarkably similar. 
Merton distinguishes between those 
whose motto is “We do not know 





Problems and Prospects (New York: Basic 
Books, 1959); Joseph P. Gittler (ed.), Review 
of Sociology: Analysis of a Decade (New 
York: John Wiley and Sons, 1957). Both of 
these anthologies are encyclopedic in scope and 
should be consulted for reviews and bibliogra- 
phies in conventional sociological specialties. 
Sociology Today has five major sections: 
“Problems in Sociological Theory and Meth- 
odology,” “Problems in the Sociology of 
Institutions,” “The Group and the Person,” 
“Problems in Demographic and Social Struc- 
ture,- and “Selected Applications of Soci- 
ology.” 
characteristics and interests of American soci- 
ologists, see Matilda White Riley, “Member- 
ship of the American Sociological Association, 


. 1950-59,” American Sociological Review, Vol. . 


25 (December 1960), No. 6, pp. 914-926. 
Charles A. Page, “Report of the Editor of the 
American Sociological Review,” American 
Sociological Review, Vol. 25 (December 1960), 
No. 6, pp. 940-942 is an instructive summary 
of the nature of contributions to the official 
organ of the Association. He writes that 
“some areas of sociological and social concern 
—notably social change, collective behavior, 
popular culture, and especially military soci- 
ology—have been underrepresented in the 
Review.” This last named specialty has re- 
cently been treated by Morris Janowitz in 
Sociology and the Military Establishment 
(New York: Russell Sage Foundation, 1959). 

5 Robin M. Williams, Jr., “Racial and Cul- 
tural Relations,” pp. 423-464; W. Lloyd 
Warner, “The Study of Social Stratification,” 
pp. 221-258; in Gittler (ed.), op. cit. 


For additional information on the‘ 
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whether what we say is true, but it is 
at least significant” and those who say 
“This is demonstrably so, but we cannot 
indicate its significance.” € More inclu- 
sively, Moore refers to the “preference 
of some sociologists for naming things, 
of others for asking ‘significant’ ques- 
tions, and of others for finding ‘signifi- 
cant’ answers,” while Mills furnishes us 
with the perjorative companion cate- 
gories of “grand theory,” “abstracted 
empiricism,” and “bureaucratic practi- 
cality.” 7 

In truth, sociologists do tend to define 
themselves as members of one of three 
loosely related clans pursuing quite di- 
verse occupational goals and modus 
operandi, The Pure Scientists, the Ac- 
tionists, and those who seek Significance. 
The epistemology of the Pure Scientist 
is extracted from the logic of experi- 
mental inquiry; his favorite glow word 
is “empirical,” by which he ordinarily 
means quantitative; his devil-symbol is 
“arm-chair philosophizing”; and his 
chief conceit is that, in contrast to the 
“tender-minded,” who seem-always to be 
babbling about value problems, he him- 
self is quite above any such untidy 
preoccupation with moral issues. The 


_ Actionists and the school of Significance, 


on the other hand, are alike in their 
willingness to subordinate methodologi- 
cal nicety to thé demands of an agonized 
social conscience. But where the Ac- 
tionists are content to dwell in a finite 
world in which, as middlemen of the 
mind, they translate the knowledge of 
the social sciences for the benefit of 
social work, the more ambitious votaries 
of Significance serve as liaison men be- 


tween social science and social philoso- 


© Robert K. Merton, “The Bearing of Soci- 
ological Theory on Empirical Research,” in 


- R. K. Merton, Social Theory and Social Struc- 


ture (rev. ed.; Glencoe, Il.: Free Press, 1957), 
p. 85. 

7 Wilbert E. Moore, lec. cit.; C. Wright 
Mills, The Sociological Imagination (New 
York: Oxford University Press, 1959). 
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phy. The Actionist “solves problems” 
—he deals with the maladjusted child, 
the alcoholic, the employee with poor 
morale. The man of Significance “il- 
luminates issues”—he deals with free- 
dom, alienation, crisis.® 

All such classifications tend to obscure 
complexity, and, of course, irony should 
not be mistaken for reality. Some soci- 
ologists appear thoroughly comfortable 
in the several mansions of ‘sociology, 
while others, not so successful, have 
achieved at least the honorable status 
of marginal men. Yet, I am persuaded 
that the disjunction of .men of Science, 
Action, and Significance is demonstrable’ 
and that many of the issues which en- 
gage the passions of contemporary soci- 
ologists may be faithfully depicted in 
these terms. ` 

The references to recent developments 
in sociological analysis which appear in 
ensuing sections have deliberately drawn 
on only a minute sample of the total 
„universe of contributions which might: 
be treated with the prevailing quasi- 
metaphysical ‘divisions of the science of 
society. The Action category has been 
omitted altogether because its contents 
are too diffuse for inclusion in a brief 
article, and lack of space forbids any 
mention of a considerable body of meri- 
torious work in the other two areas.’ 
` This paper, then, is in nô sense a com- 
prehensive review of sociology. Its pur- 
pose is restricted to presenting some 
illustrations and comment on selected 


8 The distinctions between the Pure Scien- _ 
tists, the Actionists, and those who seek 
Significance as well as part of another para- 
graph in this paper previously appeared in 
Marvin Bressler, Review of C. Wright, Mills, 
The Sociological Imagination, THE ANNALS, 
Vol. 326 (November 1959), pp. 181-182. 

.8For recent brief surveys of the field of 
social problems, see Alfred R. Lindesmith, 
“Social Problems and Sociological Theory,” 
Social Problems, Vol. 8 (Fall 1960), No. 2, 
pp. 98-102, and T. H. Marshall, “Sociology 
and Social Pathology,” British Journal of Soci- 
ology, Vol. 11 (March 1960), No. 1, pp. 82-86. 
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aspects of contemporary research and 
thought. In choosing specific topics for 
inclusion, I have been mindful of the 
“shop talk” in the corridors and of the 
criterion of “importance” as reflected 
by intellectual excellence, impact on 
the field, or capacity to challenge the 
conventional wisdom of sociology. 


. METASOCIOLOGY 


' The classic nineteenth and early 
twentieth century treatise on sociological 
thought almost always included a sub- 
stantial section devoted to the justifica- 
tion of sociology as a distinctive and 
independent discipline. This tradition 
of mixed assertiveness and defensiveness 
persists in modified fashion today in the 
form of self-conscious attempts to indi- 
cate the approaches and map the bound- 
aries of a still uncertain field.° Efforts 
in this direction were most notably 
represented during the period under- 
review by the abstruse and comprehen- 
sive formulations of Parsonian theory 


10 See the suggestion by Adler that the 
“basic unit . . . for the social sciences is 
the behavior item, that is, any smallest ob- 
servable meaningful manifestation of a living 
organism. . . . If the unit of definition refers 
to something accessible to sense observation— 
as in the case of behavior—the existence or 
non-existence of referents of a concept can 
be asserted. The translation of theories into 
terms of behavior shows whether or not they 
belong to sociology, or to another social 
science.” Franz Adler, “A Unit Concept for 
Sociology,” American Journal of Sociology, 
Vol. 65 (January 1960), No. 4, pp. 356-364. 
See also Adler, “On Values and Value Theory,” 
American Sociological Review, Vol. 25 (Febru- 
ary 1960), No. 1, pp. 85-96, and William R. 
Catton, Jr., “Reply to Adler,” pp. 86-88, 
same issue. For a debate on the. modern 


- version of the Durkheimian dictum that 


“social facts should be treated as things,” see 
Otis Dudley Duncan and Leo F. Schnore, 


| Cultural, Behavioral, and Ecological Perspec- 


tives in the Study of Social Organization,” 
American Journal of Sociology, Vol. 75 (Sep- 
tember 1959), No. 2, pp. 132-146. Comment 
by Peter Rossi, pp. 146-149; rejoinder by 
Duncan and Schnore, pp. 149-153. 
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and by a reconsideration of functional 
analysis, the dominant theoretical orien- 
tation in contemporary sociology. 


Parsonian Theory 


Talcott Parsons’ indefatigable efforts ` 


_to comprehend the field of sociology in 
its entirety within a single interrelated 
conceptual scheme were chiefly visible 
in 1959-1960 in a collection of previ- 
ously scattered essays and in a sym- 
posium wholly devoted to an exposition 
and an evaluation of his action theory.“ 

‘ These most recent additions to the 
Parsonian literature are unlikely to dis- 
may the faithful or convert the heathen. 
During the past decade, Parsons has 
transformed the rhetoric of sociological 

discourse, and it has long since become 
de rigeur for every sociologist to have 
strong opinions about his contributions 
to sociological theory. In fact, given 

the obstacles created by what D. A. 
Sprott has been pleased to call Parsons’ 
“spritely” prose, it would not be at all 
surprising if Parsons had rather more 

critics than readers. One reviewer has 
noted that “certain criticisms of Par- 
sons’ work have become virtually tradi- 
tional.” 1? On the level of academic 
nicety, his detractors have chided Par- 

sons for a linguistic style which reads 
like pure hardtack, for breathless refer- 
ences to “breakthroughs” each time he 
perceives a new relationship, and for his 

alleged tendency to regard himself as a 

sort of self-contained autonomous prin- 
cipality within the domain of the social 

11 Talcott Parsons, Structure and Process in 

Modern Societies (Glencoe, Ill.: Free Press, 
1960). “An Issue Featuring the Work of 

Talcott Parsons,” Alpha Kappa Deltan, Vol. 
29 (Winter 1959), No. 1, including articles 
by Talcott Parsons, Don Martindale, Alvin 
Boskoff, Martin U. Martel, Richard H. Ogles, 
Clarence Schrag, and Gideon Sjoberg - and 
Leonard D. Cain, Jr. t 

12 Stanley H. Udy, Jr., “Review of Parsons’ 

Structure and Process in Modern Societies,” 


American Journal of Sociology, Vol. 66 (July 
1960), No. 1, p. 96. 
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sciences.12 These are, however, essen- 
tially matters of esthetic preference and 
have no real bearing on the scientific 
acceptability of the Parsonian scheme. 
The conventional scientific reserva- 
tions about the Parsonian architectonic 
are more serious and may be reduced to 
three major assertions: that the con- 
struction of any version of grand theory 
is premature, that action theory spe- 
cifically. has still to demonstrate its 
worth as a guide to empirical research, 
and that the Parsonian master categories 
constitute an abstract system of nomen- 
clature rather than a formal deductive 
theory..* Thus, Professor Schrag ob- 


13 See the comment of S. D. Clark, “Review 
of Parsons’ Siructure and Process in Modern 
Societies,” American Sociological Review, Vol. 
25 (December 1960), No. 6, pp. 971-972: 
“Why can Parsons not recognize that what he 
is trying to do is no different from what any 
other sociologist is trying to do? ... Max 
Weber, Emile Durkheim, and possibly R. K. 
Merton, appear to be the only sociologists 
Parsons acknowledges as his peers.” 

14 Most American sociologists share Merton’s 
views on the desirability of concentrating on 
middle-range theory. Thus, Merton: “I at- 
tempt to focus attention on what might be 
called theories of the middle range: theories 
intermediate to the minor working hypotheses 
evolved in abundance during the day-by-day 


_Youtines of research, and the all-inclusive 


speculations comprising a master conceptual 
scheme from which it is hoped to derive a 
very large number of empirically observed uni- 
formities of social behavior.” Op. cit., pp. 5-6. 
Examples of this emphasis between September 
1959 and December 1960 include: 

Howard S. Becker, “Notes on the Concept 
of Commitment,” American Journal of Soci- 
ology, Vol. 66 (July 1960),.No. 1, pp. 32-40. 

Peter M. Blau, “A Theory of Social Integra- 
tion,’ American Journal of Sociology, Vol. 65 


` (May 1960), No. 6, pp. 545-556. 


Rose Coser, “Blau’s ‘A Theory of Social 
Integration’,” American Journal of Sociology, 
Vol. 66 (September 1960), No. 2, p. 176, and 
Peter M. Blau, “Rejoinder,” p. 177. 

Richard Dewey, “The Rural-Urban Con- 
tinuum: Real But Relatively Unimportant,” 
American Journal of Sociology, Vol. 66 (July 
1960), No. 1, pp. 60-66. 

William J. Goode, “A Theory of Role 
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serves that “in the language of modern 
science, taxonomy is not equivalent to 
theory, and classification is not equiva- 
lent to explanation or prediction.” Spe- 
cifically, he holds that, since Parsonian 
theory fails to satisfy the ordinary 
criteria of formal, operational, and em- 
pirical adequacy, the system must at 
present be regarded “as a rather slippery 
device for the standardization of soci- 
ological terminology.” + 


Strain,” American Sociological Review, Vol. 25 
(August 1960), No. 4, pp. 483-496, 





Robert C. Hanson, “Predicting a Commu- 


nity Decision: A Test of the Miller-Form 
Theory,” American Sociological Review, Vol. 
24 (October 1959), No. 5, pp. 662-671, 

Herbert H. Hyman, “Reflections on Refer- 
ence Groups,” Public Opinion Quarterly, Vol. 
24 (Fall 1960), pp. 383-396. 

Theodore M. Mills, “Equilibrium and the 
Processes of Deviance and Control,” American 
Sociological Review, Vol. 24 (October 1959), 
No. 5, pp. 671-679. 

Philip M. Marcus, “Expressive and Instru- 
mental Groups: Toward a Theory of Group 
Structure,” American Journal of Sociology, 
Vol. 66 (July 1960), No. 1, pp. 54-59. 

15 Clarence Schrag, “Comments on the Gen- 
eral Theory of Action,” Alpka Kappa Delian, 
Vol. 29 (Winter 1959), No. 1, pp. 46-52. 

For excellent discussions on the problems 
of theory construction, see Llewellyn Gross 
(ed.), Symposium on Sociological Theory 
(White Plains, N. Y.: Row, Peterson, 1959). 
See particularly: 

Reinhard Bendix and Bennett Berger, 
“Images of Society and Problems of Concept 
Formation in Sociology,” pp. 92-118. 

Robert Bierstedt, “Nominal and Real Defini- 
tions in Sociological Theory,” pp. 121~144. 

Llewellyn Gross, “Theory Construction in 

. Sociology: A Methodological Inquiry,” pp. 
531-564. 

Don Martindale, “Sociological Theory and 
the Ideal Type,” pp. 57-91. 

See also: 

Joseph Agassi, “Methodological Individual- 
ism,” British Journal of Sociology, Vol. 11 
(September 1960), pp. 244-270. 

Llewellyn Gross, “An Epistemological View 
of Sociological Theory,” American Journal of 
Sociology, Vol. 65 (March 1960), No. 5, pp. 
441-448. r 

Llewellyn Gross, “System-Construction in 
Sociology,” Bekavioral Science, Vol. 5 (October 
1960), pp. 281-290. 
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The formal defects in Parsonian 
theory are, however,. not necessarily 
permanent and immutable features of 
the action frame of reference. In prin- 
ciple, the rules of “derivation” which 
now establish correspondences by anal- 
ogy or intuition or provide for the elabo- 
ration of concepts through permutations 


‘and combinations of categories could 


ultimately yield to the precise formula- 
tions of logic and mathematics. More- 
over, it is not altogether clear that 
Parsons has ever seriously aspired to 
construct a formal system in any rigor- 
ous sense.** . His critics could well be 
indulging themselves in the traditional 
academic pastime of reproaching a 
scholar for failing to accomplish what 
he has not sought to accomplish. But 
the Parsonian system must be a useful 
taxonomic scheme capable of classifying 
empirical phenomena and expressing 
substantive propositions—or it is noth- 
ing. And, in this connection, certain 
questions of a lesser’ order of austerity 
than those suggested by the more rigor- 
ous canons of formal science are clearly 
appropriate. Are the categories exhaus- 
tive? Is the scheme parsimonious? 
Does it exert pressures for conceptual 
clarification? Does it suggest areas of 
profitable empirical inquiry? 

At the moment, these and like queries 
remain unanswered largely because there 
is no way of discovering whether a tool 
of research is useful unless it is, in fact, 
used. And this problem is quite beyond 
Parsons’ control. The diffuse influence 


16 For discussions of formalization in soci- 
ology and the social sciences, see: 

James A. Davis,’ “A Formal Interpretation 
of Relative Deprivation,” Sociometry, Vol. 22 
(December 1959), No. 4, pp. 280-296. 

John W. Gyr, “An Investigation Into, and 
Speculation About the Formal Nature of a 
Problem-Solving Process,” Behavioral Science, 
Vol. 5 (January 1960), pp. 39-59. 

Anatol Rapoport, “Uses and Limitations of 
Mathematical Models in Social Sciences,” in 
Gross, op. cit., pp. 348-372. 
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of Talcott Parsons on American soci- 
ologists is undeniable, but he has found 
few empirically oriented disciples who 
have been willing to define their con- 
crete research problems and to express 
their findings in strict Parsonian terms." 
The type of “internal analysis” repre- 
` sented by Dubin’s recent examination 
of two alternative models of the Par- 
sonian “social act” can extend and refine 
the system, but it cannot remove the 
ambiguity about the value of action 
theory as an instrument of social 
research.*8 As of 1960, it seems clear 
that, so long as action theory, the most 
audacious and subtle of recent large 
scale sociological theories, remains an 
object of wit, veneration, or disparage- 
ment rather than a tool of empirical 
inquiry, the benefits of its legacy will 
remain problematic. 


Functionalism 


If the utility of the Parsonian the- 
saurus was still moot at the end of 
1960; the functionalist orientation which 
explicitly informs his work and that 
of much middle-range theory as well 
emerged relatively intact. This con- 
clusion seems justified despite the fact 
that discussions about functionalism by 
Kingsley Davis and Wilbert Moore pro- 
vided some promising material for those 
sociologists who fancy the delights of 
delicious little academic contretemps. 
In the American Sociological Review of 
October 1959, Moore publicly celebrated 
the end of the war of the schools by 


17 For one recent attempt to use the pattern- 
variable scheme in an empirical investigation, 
see Robin M. Williams, Jr., “Friendship and 
Social Values in a Suburban Community: An 
Exploratory Study,” Pacific Sociological Re- 
view, Vol. 2 (1959), No. 1, pp. 3-10. 

18 Robert Dubin, “Parsons’ Actor: Continu- 
ities in Social Theory,” American Sociological 
Review, Vol. 25 (August 1960), No. 4, pp. 
457-466, and Talcott Parsons, “Pattern Vari- 
ables Revisited: A Response to Robert Dubin,” 
American Sociological Review, Vol. 25 (August 
1960), No. 4, pp. 467-483. 
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proclaiming “that one remarkable fea- 
ture of the contemporary state of soci- 
ology is its overwhelming adherence 
to one doctrine. That doctrine is the 
‘structural-functional’ approach.” 1° Ex- 
actly one issue later in the same journal, 
Davis, who had collaborated with Moore 
in producing an influential functional 
theory of social stratification, now 
dismissed as “myth” the pretensions 
of functional analysis as a “spécial 
method” in sociology.2° The claim to 
such distinctiveness presumably rests on 
an approach to social behavior which 
seeks to “relate the parts of a society to 
the whole ... to relate one part to 
another ... [and which views] one 
part as ‘performing a function for’ or 
‘meeting a need or requirement of’ the 
whole society or some part of it.” How- 
ever, according to Davis, when this 
scheme is suitably elaborated and its 


.19 Moore, loc. cit. For theory and research 
in functionalism for the period under review, 
see: 

Carl G. Hémpel, “The Logic of Functional 
Analysis,” Gross, op. cit., pp. 271-307. 

Alvin W. Gouldner, “Reciprocity and Au- 
tonomy in Functional Theory,” Gross, op. cit., 
pp. 231-270. . f 

Robert A. Dentler and Kai T. Erikson, “The 
Functions of Deviance in Groups,” Social 
Problems, Vol. 7 (Fall 1959), No. 2, pp. 98- 
107. 

Alvin W. Gouldner, “The Norm of Reci- 
procity: A Preliminary Statement,” American 
Sociological Review, Vol. 25 (April 1960), No. 
2, pp. 161-178. : 

Charles R. Wright, “Functional Analysis and 
Mass Communications,” Public Opinion Quar- 
terly, Vol. 24 (Winter 1960), No. 4, pp. 605- 
620. 

Dennis H. Wrong, “The Functional Theory 
of Stratification: Some Neglected Considera- 
tions,” American Socological Review, Vol. 24 
(December 1959), No. 6, pp. 772-782. 

20 Kingsley Davis and Wilbert E. Moore, 
“Some Principles of Stratification,” American 
Sociological Review, Vol. 10 (1945), pp. 242- 
249. 

Kingsley Davis, “The Myth of Functional 
Analysis as a Special Method in Sociology and 
Anthropology,” American Sociological Review; 
Vol. 24 (December 1959), No. 6, pp. 757-772. 
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semantic ambiguities are clarified, it 
turns out that the domains of functional 
analysis and of sociology proper are 
actually isomorphic. Moreover, all 


residual approaches which go under the - 


name of a nonfunctional orientation 
may be identified as some variant of 
reductionism, antitheoretical empiricism, 
or one of the numerous isms of politics 
or axiology. As such, they are either 
extra-sociological or simply bad. soci- 
ology. In brief, “structural-functional 
analysis is sociological analysis” and 
not a special method within sociology. 
Davis concludes, therefore, that since 
“the designation of a school called func- 
tionalism will die out in time anyway 
. [and the retention of the term has] 
become a source of confusion and need- 
less controversy ... minor gains will 
be made if the process of dying is not 
unduly prolonged.” #4 

It should be evident that the Davis 
critique which has been interpreted in 


21 One source of “confusion” and “contro- 
versy” with respect to functionalism is its 
capacity to deal with social change. This 
topic has occupied so little attention in con- 
temporary sociology that the editors of Soci- 
ology Today did not see fit to devote a whole 
chapter to it. Recently, there has been’ a 
flurry of interest in social change, and, al- 
though empirical rseearch is still meager, the 
appearance of a number of first-rate contribu- 
tions in .the area is encouraging. See, for 
example: 

Mervyn L. Cadwallader, “The Cybernetic 
Analysis of Change in Complex Social Organ- 
izations,” American Journal of Sociology, Vol. 
65 (September 1959), No. 2, pp. 154-157. 

Francesca Cancian, “Functional Analysis of 
Change,” American Sociological Review, Vol. 
25 (December 1960), No. 6, pp. 818-827. 

John C. Harsanyi, “Explanation and Com- 
praative Dynamics in Social Science,” Be- 
havioral Science, Vol. 5 (April 1960), pp. 
136-145. 

Hornell Hart, “Social Theory and Social 
Change,” in Gross, op. cit., pp. 196-238. 

Wilbert E. Moore, “A Reconsideration of 
Theories of Social Change,” American Soci- 
ological Review, Vol. 25 (December 1960) No. 
6, pp. 810-818. 
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some quarters as an assault on function- 
alism per se is, in reality, merely an at- 
tempt to resolve a troublesome termino- 
logical confusion.22. The functionalists, 
then, are guilty, if at all, of nothing more 
serious than the sin of pride. They 
stand accused of mistakenly claiming 
as their own what they should ac- 
knowledge as the proper activity of all 
sociology. But the proponents of orien- 
tation heretofore known as functional 
analysis might even welcome the assur- 
ance that their most cherished methodo- 
logical and theoretical preoccupations 
should be and perhaps are shared by 
all their colleagues. In the presence of 
so much encouragement, who would re- 
sist the order to disband and to regroup 
under another banner? i 
Similarly, the seemingly divergent 
views of Davis and Moore appear wholly 
compatible and possibly even mutually 
re-enforcing once their apparent differ- 
ences are subjected to linguistic and 
logical analysis. Davis’ contention that 
“structural-functional analysis zs soci- 
ological analysis” is at once a tautology 
in which the “is” means “equivalent to” 
and a polemical assertion in which the 
“is” means “should be recognized as 
equivalent to.” Moore’s discovery that 
contemporary sociologists overwhelm- 
ingly adhere to the structural-functional 
approach could unwittingly represent 
another form of the Davis tautology, but 
Moore’s version also includes the em- 
pirical observation that by far the 
greater number of all sociologists do in 
fact recognize that sociological analysis 
is equivalent to structural-functional 
analysis. Since Davis has expressed no 


22 For a different assessment of this issue, 
see: Edgar F. Borgatta, “Functionalism and 
Sociology,” American Sociological Review, 
Vol. 25 (April 1960), No. 2, p. 267; Richard 
H. Ogles, “On Borgatta’s Use of ‘Functional- 
ist’,” American Sociological Review, Vol, 25 


_ (August 1960), No. 4, pp. 559-561; and Edgar 


F. Borgatta, “Reply to Ogles,” same issue, 
p. 561, 
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opinion that contradicts Moore’s asser- 
tion, there is, at present, no warrant for 
assuming that the area of difference 
between the two scholars is very sub- 
stantial. 


. SUBSTANTIVE SOCIOLOGY 


The issues raised in the previous sec- 
tions are, so to speak, metatheoretical. 
They are discussions about theory, 
rather than theory proper. Accordingly, 
the resultant formulations have tended 
to. be programmatic, analytic, and 
formal, rather than’ realized, synthetic 
and empirical. ‘There is, therefore, some 
justification for C. Wright Mills’ stric- 
ture that sociologists are perpetually 
“setting ready to get ready” to say 
something about the nature of society. 
But increasingly’ sociologists are pro- 
ducing substantive generalizations of a 
high order of abstraction based on care- 
fully conceived cross-societal studies. 
Recent illustrations of this genre appear 
in Lipset and Bendix’s researches on 
social mobility ° and most notably in 
1960 in Alex Inkeles’ important article 
on Industrial Man.** 


23Seymour Martin Lipset and Reinhard 
Bendix, Social Mobility in Industrial Society 
(Los Angeles: University of California Press, 
1959). ; 2 

24 Alex Inkeles, “Industrial Man: The Rela- 
tion of Status to Experience, Perception, and 
Value,” American Journal of Sociology, Vol. 
66 (July 1960), No. 1, pp. 1-31. For addi- 
tional illustrations of cross-societal research, 
see: . . 

Reinhard Bendix, “Industrialization, Ide- 
ologies, and Social Structure,” American Soci- 
ological Review, Vol. 24 (October 1959), No. 
5, pp. 613-623. 

Harold T. Christensen, “Cultural Relativism 
and Premarital Sex Norms,” American Soci- 
ological Review, Vol. 25 (February 1960), No. 
1, pp. 31-39. 

Seymour Martin Lipset, Political Man: The 
Social Bases of Politics (Garden City, N. Y.: 
Doubleday, 1960). ' 

M. F. Nimkoff and Russell Middleton, 


“Types of Family and Types of Economy,” - 


‘American Journal of Sociology, Vol. 66 (No- 
vember 1960), No. 3, pp. 215-225. 
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Inkeles tested the large-scale hy- 
pothesis that in all modern nations the 
common structural features of industrial 
society, the hierarchies of occupation, 
income, and education will systemati- 
cally order the “structure of response” 
to various indices ‘of perception, atti- 
tude, and values despite idiosyncratic 
national characteristics and considerable 
differences in culture. A structure of 
response exists in Inkeles’ terms “when 
the proportion in each stratum (occupa- 
tion,. prestige, income, or educational 
group) reporting certain experiences or 
holding certain views rises or falls more 
or less regularly as we ascend or descend 
the hierarchy.” It is important to bear 
in mind that this thesis explicitly allows 
for considerable cross-national varia- 
tion in the absolute percentages of like 
responses among persons similarly lo- 
cated in a given stratum of the status 
hierarchy. Thus, for example, the hy- 
pothesis is supported by a comparative 
analysis of the expressed “job satisfac- 
tions” of. American and Russian un- 
skilled laborers even though the per- 
centage of such workers in the United 
States who are satisfied—72 per cent— 
is more than three times as large as the 
comparable percentage—23 per cent—of 
their counterparts in the Soviet Union 
who answer in the same direction. The 
point is that Inkeles’ data also feveal 
that, since both countries exhibit a sim- 
ilar pattern of positive and orderly as- 
sociation between occupational structure 





Charles E. Ramsey and Robert J. Smith, 
“Japanese and American Perceptions of Occu- 
pations,” American Journal of Sociology, Vol. 
65 (March 1960), No. 5, pp. 475-482. 

Stanley H. Udy, Jr., Organization of Work: 
A Comparative Analysis of Production Among 
Non-Industrial Peoples (New Haven, Conn.: 
HRAF Press, 1959). 

The first issue of a new semiannual journal 
of comparative studies, the International Jour- 
nal of Comparative Sociology, published by 
the Department of Social Anthropology, 
Karnatak University, Dharwar, India, appeared 
in the Fall of 1960. 
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and job satisfaction, the proportion of 
unskilled employees in both who are 
content with their work is low vis @ vis 
others in more advantageously situated 
occupational strata. The great merit of 
Inkeles’ analysis is that he is able to 
demonstrate that this anticipated, plaus- 
ible, and almost obvious patterned 
relationship between social structure and 
work satisfactions extends also to an 
impressive number of other responses 
and to other industrial nations. The 
status structure systematically governs 
such dependent variables as happiness, 
mastery-optimism, child-rearing, atti- 
tude . toward international affairs, and 
conceptions of human nature in Ger- 
many, Italy, Mexico, Brazil, Japan, and 
other countries despite the countervail- 
ing effects of diverse cultural features. 

Quite aside from its contribution to 
our understanding of Industrial Man, 
the type of theory presented by Inkeles 
is in many ways a model which other 
sociologists might do well to emulate. 
It is addressed to a significant social 
and theoretical issue; it is supported by 
extensive comparative data; it links a 
number of empirical generalizations; it 
contains substantive propositions and 
asserts truth claims; it confirms the 
usefulness of social structure as a tool 
of explanation and prediction; and it is 
fruitful in that it invites the extension 
of the theory to areas to which it has 
not yet been applied. Sociological 
theory which is superior on so many 
counts is both an achievement and a 
promise. 


EMPIRICAL SocroLocy 


It goes without saying that most soci- 
ology in 1959-1960 did not consist of 
recondite metasociological disputations 
or ambitious analyses of international 
social structures. The main staple of 
all the behavioral sciences remains the 
relatively small, limited, and manage- 
able inquiry with modest theoretical 
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pretensions. The same issue of the 
American Journal of Sociology which 
carried Inkeles’ study also contained an 
article called “Some Motives for Enter- 
ing Dentistry.”?5 Sometimes micro- 
cosmic inquiries which yield conclusions 
at low levels of abstraction are under- 
taken because of the intrinsic social im- 
portance of the issue under investiga- 
tion. More commonly the rationale for 
such studies rests on the anticipated 
benefits of induction and serendipity in 
sociological science. W. I. Thomas’s 
justly famous communication to Park 
is often cited in support of the position 
that it is desirable in sociology to “move 
from point to point without necessarily 
any formidable attempt to’ rationalize 
and generalize the process.” ?* Further- 
more, is not the history of science 
generous with instances of seemingly 
trivial researches which proved to be of 
monumental importance? Did Mendel 
suspect that his sweet peas would one 
day nourish the science of human 
genetics? > It follows, then, that the 
quest for the grand synthesis might 
profitably be deferred until such time as. 
repeated and patient small-scale re- 
searches have more securely established 
the factual basis of sociological theory. 
This line of reasoning sustains all those 
middle-range theorists and self-confessed 
“raw empiricists” who regard the obliga- 
tion to bring evidence to bear on some 
poorly understood area as the sole 
scientific imperative.” 


25 D. M. More and Nathan Kohn, Jr., “Some 
Motives for Entering Dentistry,” American 
Journal of Sociology, Vol. 66 (July 1960), 
No. 1, pp. 48-53. 

26 W, I. Thomas, “Letter to R. E. Park,” in 
Edmund H. Volkart (ed.), Social Behavior and 
Personality: Contributions of W. 1. Thomas 
to Theory and Social Research (New York: 
Social Science Research Council, 1951), p. 85. 

27 See, for instance, George C. Homans, ‘Re- 
view of The Sociological Imagination,’ Amer- 
ican Journal of Sociology, Vol. 65 (March 
1960), No. 5, pp. 517-518: “In dealing with 
the problems I have chosen, my full intel- 
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The basic character of the empirical 
science which implements this commit- 
ment has remained remarkably stable 
throughout the entire modern era of 
sociology and does not change very 
markedly from year to year. The un- 
derlying structure of analysis in clinical, 
experimental, and statistical studies ulti- 
mately consists of some variant of the 
scheme of independent, dependent, and 
intervening variables or concepts. De- 
spite the formal allegiance of almost all 
sociologists to the notion of reciprocal 
interaction, their actual research designs, 
except in the case of small-group studies, 
ordinarily assume a one-way causal 
flow between unmoved prime movers 
and dependent events.?® The most con- 





lectual task is to tell the truth with the evi- 
_ dence for it—and of this alone my contempo- 
raries have a right to judge. The kinds of 
social science of which Mills is contemptuous 
stand, by these values, acquitted. We cannot 
judge them by what they did not try to say. 
In what they did try to say they have told the 
truth and, in so doing, have done their duty 
so far as a contemporary can appraise it.” 
See also the comments on knowledge and 
theory in Ogburn’s last published writing, in 
William Fielding Ogburn, “Influences Affect- 
ing the Future of Sociology,” Social Forces, 
Vol. 38 (October 1959), p. 6: “Knowledge is 
the goal of science, theory is not, as some 
appear to believe. Theory is only a step in 
the scientific process toward the end result, 
namely, knowledge. Hence the prestige of 
knowledge should. be greater than that of 
theory, as it is in medicine. Some of our 
writing called sociological theory seems to me 
not properly theory at all, since it deals with 
the ideas of organization, with the interrela- 
tions of principles not however yet proven, 
and with a scheme for classification of ideas, 
as did the earlier systematic theory.” 

28 For empirical research which measures 
interaction, see Harold H. Kelley and A. John 
Arrowood, “Coalitions in the Triad: Critique 
and Experiment,” Sociometry, Vol. 23 (Sep- 
tember 1960), No. 3, pp. 231-244; George 
Psathas, “Phase Movement and Equilibrium 
Tendencies in Interaction Process in Psycho- 
therapy Groups,” -Sociometry, Vol. 23 (June 
1960), No. 2, pp. 177-194; Sheldon Stryker 
and George Psathas, “Research on Coalitions 
in the Triad: Findings, Problems and Strat- 


155 


spicuous retent departure from past 
practice has been the increasing reliance 
on sophisticated techniques of multi- 
variate analysis to help in the construc- 
tion of concepts and to establish complex 
linkages between them. Factor analysis 
especially has come into vogue as a 
method for parsimoniously reducing a 
large number of potential indicators of 


-a classificatory concept to a single un- 


derlying common factor or to as few 
orthogonal dimensions as possible.”® 

It may be of more than passing 
interest that, with the advent of machine 
processing required for factor analysis 
and other procedures, sociology is ex- 
periencing its first really major tech- 
nological revolution. It is absorbing to 
speculate whether the - sociologist of 
knowledge will some day record that 
members of his own guild exhibited the 
familiar classic reactions of despair and 
exaltation. Will the proud but dis- 


egy,” Sociometry, Vol. 23 (September 1960), 
No. 3, pp. 217-230. : 

29For some factorial studies in sociology 
from September 1959 to December 1960, see: 

James S. Coleman and Duncan MacRae, 
“Electronic Processing of Sociometric Data for 
Groups Up to 1,000 in Size,” American Soci- 
ological Review, Vol. 25 (October 1960), No. 5, 
pp. 722-727. 

Robert W. Friedrichs, “Alter Versus Ego: 
An Exploratory Assessment of Altruism,” 
American Sociological Review, Vol. 25 
(August 1960), No. 4, pp. 496-508. 

Duncan MacRae, Jr., “Direct Factor Analy- 
sis of Sociometric Data,” Sociomeiry, Vol. 23 
(December 1960), No. 4, pp. 360-371. 

Salomon Rettig and Benjamin Pasamanick, 
“Changes in Moral Values Among College Stu- 
dents: A Factorial Study,” American Soci- 
ological Review, Vol. 24 (Décember, 1959), 
pp. 856-863. 

Salomon Rettig and Benjamin Pasamanick, 
“Differences in the Structure of Moral Values 
of Students and Alumni,” American Sociologi- 
cal Review, Vol. 25 (August 1960), No. 4, pp. 
550-555. ; 

Charles E. Westoff, Marvin Bressler, and 
Philip C. Sagi, “The Concept of Social Mo- 
bility: An Empirical Inquiry,” American Soci- 
ological Review, Vol. 25 (June 1960), No. 3, 
pp. 375-385. 
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located intellectual craftsman partici- 
pate in the symbolic smashing of IBM 
machines, will 80 X 80 matrices be 
hailed as the second coming, or will we 
by remote chance make sensible use. of 
a-new resource?®° 

Meanwhile, the most striking feature 
of empirical sociology is its dominant 
mood of self-abnegation. As of 1959- 
1960 the conventions of reporting re- 
search findings were circumscribed by 
institutionalized rituals of humility. The 
ritual requires the author to begin his 
article with the mandatory mea culpa 
paragraph. Here, in anguished prose 
reminiscent of a counterrevolutionary at 
a Soviet show trial, he abjectly confesses 


his transgressions against the logic of . 


inquiry, acknowledges the disparity be- 
tween the theoretical importance of his 
subject and the triviality of the data, 
and inserts the usual caveat against 
extending his findings to aught save 
white, middle-class, urban males of 
college age, and so on. Having purged 
himself through the ecstasy of catharsis, 
the scholar now self-administers the 
sacrament of Rejuvenation, preceded by 
the incantation of the “Unsupported but 
Nevertheless.” He is, to be sure, un- 
worthy—but, nevertheless, the social 
importance of the issue . . . but, never- 
theless, even poor data. ... The pe- 
nultimate phase, the Exposition, is, de- 
spite the advance apologia, a careful 
investigation exhibiting considerable in- 
genuity, thought, and industry which 
makes a limited contribution to a grow- 
ing body of research findings.. There 
remains only the Sacred Reaffirmation 
of Guilt and Anticipatory Redemption 
accompanied by the muted Hallelujah 
of the Threshold Liturgy. If additional 
research devoted to the same tiny sec- 
tor of experience should confirm these 
pygmy generalizations, then, ah, then, 

30 For research and theory on the uses of 


computers, refer to the regular section devoted 
to this topic in Behavioral Science. 
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we shall be on the Threshold of Knowl- 
edge. Empirical sociologists may be 
accused of many things—but they are 
not arrogant in print. E 


SIGNIFICANCE 


The Significant Issue in sociology may 
be operationally defined as a controversy 
which is discussed in the faculty club, 
in undergraduate classes in sociology, in 
graduate courses in American civiliza- 
tion, and generally ignored in the Amer- 
ican Sociological Review. Its genealogy ` 
includes academic sociology, - usually 
Durkheim, Weber, or Cooley, but it can’ 
trade its origins to a larger set of intel- 
lectual ancestors. Marx or Freud has 
usually anticipated the Big Issue and 
contemporary discourse is frequently in 
debt to literary criticism, cultural an- 
thropology, history, social philosophy, - 
and psychiatry.*+ In published reflec- 
tions on the Significant Issue, the lan- 
guage is graceful, the mood is protest, 
the method is versthehken, and the in- 
tended audience is the intelligent lay- 


81 See Robert Bierstedt, “Sociology and 
Humane Learning,” American Sociological Re- 
view, Vol. 25 (February 1960), No. 1, pp. 3-9: 
“I have been constrained in these sentences to 
emphasize that scientific method, as important 
and indeed as necessary as it is, does not ex- 
haust the resources of scholarship in sociology 
and that, as we aspire for significance, objec- 
tivity and the pursuit of truth may have less 
to offer us than the theotetic bias and the 
search for cogency. You may of course reject 
the criticisms that led to this conclusion and 
ignore the exhortations. But I should still 
maintain, in brief conclusion, that sociology 
has an honorable place in the realm of humane 
letters and that it belongs with the liberal arts 
as well as. with the sciences.” For a book that 
falls within this tradition, see Daniel Bell, 
The End of Ideology (Glencoe, Ill.: Free Press, 
1960). See also Milton Colvin, “Alfred Weber 
—The Sociologist as Humanist,” American 
Journal of Sociology, Vol. 65 (September 
1959), No. 2, pp. 166-168; H. P. Rickman, 
“The Reaction Against Positivism and Dil- 
they’s Concept of Understanding,” British 
Journal of Seciology, Vol. 11 (December 
1960), pp. 307-318. 
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“man. The author thinks of himself s 


an intellectual, not a scientist.8? 

The Significant Issues in 1960, 
making due allowances for differences in 
faculty clubs, were the relationship be- 
tween science and values, the population 
explosion, and the social ethic. C. 
Wright Mills’ Tke Sociological Imagina- 
tion which appeared in 1959 was the 
immediate impetus for the revival of 
the value question in the latter part of 
that year and in 1960. The core of 
Mills’ thesis is that sociologists have 
departed from the classic traditions of 
useful scholarship and have instead þe- 
come excessively absorbed in empty 
abstractions, methodological virtuosity, 
trivial investigations, and “‘illiberal prac- 
ticality.” By so doing, they have de- 
faulted in carrying out the tasks of 
responsible social science, which entails 
specifying the conditions under which 
freedom and reason are possible.** 


32 Conversely, the word “intellectual” is not 
considered a word of approbation by the em- 
pirical school, George Lundberg’s account of 
some correspondence that he had with the late 
William Fielding Ogburn is instructive: “I had 
written one of my numerous polemics in one 
of the journals of opinion, Ogburn read the 
piece and wrote me regarding it. As usual, he 
was more than generous in his praise, but he 
also reproved me gently, ‘You write like an 
intellectual rather than as a scientist?” 
George A. Lundberg, “Quantitative Methods in 
Sociology: 1920~1960,” Social Forces, Vol. 39 
(October 1960), p. 22. 

38 Professor Lipset offers a dissenting view: 
“Most sociology departments, in fact, are 
sharply divided intellectually between those 
who believe in system theory and methodo- 
logical formalization, and those who see in 
sociology a field which should basically be 
content with generalizing about historical 
trends. On still another level, this is a contro- 
versy between exponents of a functionalist and 
equilibrium concept of sociology and those 
who prefer to view society in dialectical terms 
as ever changing and in a state of permanent 
conflict. Or, one may regard this partially 
as a debate between those who view sociology 
as a neutral, apolitical discipline, and those 
who believe that it must necessarily take 
political positions, and that as an innovating 
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Mills’ assertions provoked familiar 
responses. ‘Those who urge sociologists 
to become engagé are burdened with a 
sense of crisis and argue that all science 
presupposes some value assumptions, 
that some research problems are inher- 
ently more important than others, that 
enough knowledge exists to illuminate 
major social problems, and that it is 
immoral “to lecture on navigation while 
the ship is going down.” The pro- 
ponents of value neutrality contend that 
the only values that are binding on soci- 
ologists’ are the values of science, that 
research problems should be selected for 
their theoretical rather than social sig- 
nificance, that sociological knowledge is 
scanty and uncertain, and that sociolo- 
gists qua sociologists have no special 
gifts as definers of the public welfare.*4 


social science it is inherently dangerous to the 
status quo... . I would hazard a guess that 
in fact there is more support for the general 
conception of sociology held out by Moore 
and Mills than for those suggested by Parsons, 
Merton and Levy, and Lazarsfeld and 
Stouffer.” 

Seymour Martin Lipset, “Review of Bar- 
rington Moore, Political Power and Social 
Theory: Six Studies,’ American Sociological 
Review, Vol. 25 (April 1960), No. 2, pp. 283- 
285.. 

For two other dissenting views written from 
opposite perspectives, see Herbert Aptheker, 
The World of C. Wright Mills (New York: 
Marzani and Munzell, 1960); and Wiliam 
L. Kolb, “Values, Politics, and Sociology,” 
American Sociological Review, Vol. 25 (De- 
cember 1960), No. 6, pp. 966-969. ' 

34 For general treatments of the value prob- 
lem see: 

Paul Hanley Furfey, “Sociological Science 
and the Problem of Values,” in Llewellyn 
Gross, op. cit., pp. 509-530. 

Carl G. Hempel, “Science and Human 
Values,” in Loren C. Eiseley, Carl G. Hempel, 
Gilbert Seldes, George J. Stigler, and Willard 
Hurst, Social Control in a Free Society (Phila- 
delphia: University of Pennsylvania Press, 
1960). 

Gunnar Myrdal, Values in Social Theory: 
A Selection of Essays and Methodology, edited 
by Paul Streeten (New York: Harper, 1959). 
In this collection of previously published 
pieces, Myrdal states his well-known position 
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The population explosion has been 
the subject of extensive public and 
scholarly discussion and the substantive 
issues of the controversy hardly require 
further elucidation. However, it is 
worth recording that, although the 
conventional wisdom of sociology now 
spurns the easy comfort of orthodox 
transition theory, respectable academic 
demographers have made relatively 
meager contributions to population 
policy. Dennis Wrong has recently 
observed, “Modern demographers have 
increasingly tended to be ‘content to 
describe facts? How much longer are 
they going to allow the policy debate to 
be pre-empted by the Vogts, the Cooks, 
and the DeCastros?” 3 

If the population explosion, neo- 
Malthusianism, and kindred subjects 
have produced a plethora of research 
findings and too little attention to 
policy, this formulation, as-expressed in 
Riesman’s other-directed personality and 
Whyte’s Organization Man, has achieved 
the honorific status of a “sensitizing 
concept”—whicli is to say it is seldom 
used in empirical research. Dornbusch 





that values must be made explicit and their 
relationship to science analyzed at each step in 
an empirical investigation. 

For an account of the value problem in an 
allied discipline, see: May Edel and Abraham 
Edel, Anthropology and Ethics (Springfield, 
Ill.: Charles C Thomas, 1959). 

35 Dennis Wrong, “Review of D. E. C. 

- Eversley, Social Theories of Fertility and the 
Malthusian Debate,” American Sociological 
Review, Vol. 25 (April 1960), No. 2, pp. 294- 
295. 

For an encyclopedic study of the field of 
population, see: 

Phillip M. Hauser and Otis Dudley Duncan, 
The Study of Population: An Inventory and 
Appraisal (Chicago: University of Chicago 
Press, 1959). 

For academic works dealing more or less 
directly with population policy, see: Richard 
L. Meier, Modern Science and the Human 
Fertility Problem (New York: John Wiley, 
1959); Warren S. Thompson, Population and 
Progress in the Far East (Chicago: University 
of Chicago Press, 1959). 
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and Hickman violated this standard prac- 
tice by attempting to test “Riesman’s 
historical theory” by analyzing changing 
appeals in advertising over an extended 
time period.2® The authors reasoned 
that a “shift in the verbal themes of 
consumer-goods advertising is likely to 
reflect a corresponding change in the 
values of the audience for that adver- 
tising.” An examination of all issues of 
the Ladies’ Home Journal from 1890 to 
1956 showed that other-directed ap- 
peals—reliance ‘on endorsements and 
stress on interpersonal satisfactions— 
dramatically increased beginning around 
1920. Dornbusch and Hickman con- 
clude, “For ourselves, we must confess 
that our initial skepticism about the 
usefulness of Riesman’s approach has 


-been replaced by the view that it is 


testable, important and has some pre- 
dictive power.” 37 


36 Sanford M. Dornbusch and Lauren C. 
Hickman, “Other-Directedness in Consumer 
Goods Advertising: A Test of Riesman’s 
Historical Theory,” Social Forces, Vol. 38 
(December 1959), pp. 99~102. 

87 For a more orthodox and discursive use of 
the social ethic, see Record’s contention that 
the Organization Man now strolls in the 
groves of academe and that team and organi- 
zation research is dysfunctional in many re- 
spects, Wilson Record, “Some Reflections on 
Bureaucratic Trends in Sociological Research,” 
American Sociological Review, Vol. 25 (June 
1960), No. 3, pp. 411-414. 

The other half of the classic overconformity- 
alienation dichotomy was treated in 1959-1960 
in: John P. Clark, “Measuring Alienation 
Within a Social System,” American Sociologi- 
cal Review, Vol. 24 (December 1959), pp. 
849-852; Dwight G. Dean, “Alienation and 
Political Apathy,” Social Forces, Vol. 38 
(March 1960), pp. 185~189; Fritz Pappenheim, 
The Alienation of Modern Man: An Interpre- 
tation Based on Marx and Toennies (New 
York: Monthly Review Press, 1959); Melvin 
Seeman, “On the Meaning of Alienation,” 
American Sociological’ Review, Vol. 24 (De- 
cember 1959), No. 6, pp. 783-791; Wayne E. 
Thompson and John €E. Horton, “Political 
Alienation as a Force in Political Action,” 
Social Forces, Vol. 38 (March 1960), pp. 
190-195. © 
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It would be pleasant to think that the 
Dornbusch and Hickman testament is 
a harbinger of an imminent rapproche- 
ment between the partisans, of Pure 
- Science and Significance. After all, 
even now, the Pure Scientist can be 
beguiled into admitting that Riesman 
and Mills, for example, have “germinal 
minds and although their work is not 
really science it is often useful for hy- 
pothesis formation.” For their part, 
the Big Issue sociologists will concede 
that the man who stands, clicker in 
hand, at the Mason-Dixon line counting 
mgirants “is not engaged in genuinely 
scientific activity, but he does perform 
a certain housekeeping function.” In 
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effect, then, much of the heat generated 
by the disputants depends on counter- 
claims concerning who more legitimately 
has the right to speak in the name of a 
single honorific symbol, science. But, 
surely, this is a matter of surpassing 
triviality unworthy of the detailed at- 
tention of serious men. Dare we hope 
that nonfraternization between advo- 
cates of Science and Significance can 
be supplanted at first by antagonistic 
co-operation and later by sympathetic 
collaboration and that, out of this dia- 
lectical interplay between opposing tend- 
encies, there will emerge at last the 
needed propulsion for a mature science 
of sociology? 


Book Department 


INTERNATIONAL RELATIONS 


Henry A. Kissincer. The Necessity for 
Choice: Prospects of American Foreign 
Policy. Pp. xii, 370. New York: Harper 
& Brothers, 1961. $5.50. 


In recent years, scores of books have 
been written on problems of defense, strat- 
egy, and foreign policy in the nuclear age. 
None has been more widely read, more 
influential; or more controversial than 
Henry Kissinger’s Nuclear Weapons and 
Foreign Policy, published in 1957. In the 
light of the criticisms of this book, and 
more particularly in the light of his own 
reflections on the many developments that 
have transpired since 1957, Dr. Kissinger, 
a member of the Center for International 
Affairs at Harvard, has modified some of 
his previous views and has essayed an even 
broader approach to “some of the major 
issues which confront American foreign 
policy in one of the most critical periods 
of American history.” The result is a 
volume which every thoughtful citizen— 
and certainly every policy-maker—should 
read and ponder carefully. 

Dr. Kissinger is one of those students of 
world affairs and American policy who 
view with alarm but not with despair. He 
believes that “America has reached a turn- 
ing point in its relations with the rest of 
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the world,” and that it “cannot afford 
another decline like that which has charac- 
terized the past decade and a half.” He 
calls for a reconsideration of major prob- 
lems of foreign policy and strategy, and for 
a deeper and more creative approach to 
these problems. He is convinced that “ 
will finally be judged not so much by the 
cleverness of our arguments as by the pur- 
posefulness and conviction, indeed the 
majesty, of our conduct.” He does not 
hesitate to make policy recommendations 
on a broad range of issues. Those who 
agree with him will admire his wisdom; 
those who disagree will criticize ni .as 
pontifical and presumptuous. 4 

As in Nuclear Weapons and Foren 
Policy, much of Dr. Kissinger’s discussion 
in The Necessity for Choice relates to prob- 
lems of military strategy. This is particu- 
larly true of his chapters on “The Dilem- 
mas of Deterrence” and on “Limited War 
«a Reappraisal.” He points out that the 
United States has “not yet settled the rela- 
tive emphasis to be given to nuclear or 
conventional weapons, all-out or limited 
war.” He is frank to confess that in his 
earlier work he did not clearly foresee “the 
strategic advantage of the offensive in 
nuclear warfare,” and that “a greater reli- - 
ance on conventional strategy” than he had 
previously advocated is needed. ‘The rela- 
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tionship of the various forms of deterrence 
is perhaps the central problem of American 
strategy.” 

` A long chapter on arms control adds 
little to the excellent studies. which are 
now available, but it does contain sensible 
discussions of the problems of surprise at- 
tack, inspection, complete disarmament, the 
Nth country, and nuclear testing. “The 
purpose of arms control,” he wisely ob- 
serves, “is to enhance the security of all 
parties,” and not “to achieve a unilateral 
advantage.” 

In a special chapter on “The United 
States and Europe,” Dr. Kissinger discusses 
the present state of the North Atlantic 
Treaty Organization (NATO), and Amer- 
ica’s position in it, and the possibilities of 
German reunification and neutralization. 
He has doubts about NATO’s present reli- 
ance on a retaliatory strategy, and indeed 
about the future of NATO itself. He 
would like to turn the NATO alliance into 
a closer association, which he describes 
variously as a “confederation” or a “com- 
munity,” without spelling out precisely what 
he has in mind. He is obviously dubious 
about all proposals for the neutralization 
of Germany. 

Dr. Kissinger refers to communism and 
the emergence of new nations as “the two 
great revolutions of our time.” He concen- 
trates more on the former than on the 
latter. Indeed, most of his book relates 
in one way or another to the Communist 
challenge and its implications in the nuclear 
age. One chapter is devoted to the subject 
of negotiations with the Soviet Union, 
which he describes as being too much con- 
ditioned by our efforts to assess the nature 
of the Soviet system and not enough by 
consideration of our own purposes. “A 
lasting settlement is possible,” he argues, 
“only if the Soviet leaders become con- 
vinced that they will not be able to use the 
West’s desire for peace to demoralize it.” 
His approach to the second of the “great 
revolutions” is more sketchy, although he 
makes some sage comments on the problem 
of political, as well as economic, develop- 
ment in the new nations and on the relation 
between political freedom and economic 
progress in these nations. Some of his 
observations on the process of evolution 
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reflect the views of his good friend, Caryl 
Haskins, the President of the Carnegie 
Institution. 

The essay on “The Policymaker and the 
Intellectual,” which had previously ap- 
peared in The Reporter, seems out of place 
as the final chapter of the book. It does, 
however, call attention to the need for a 
more searching reappraisal of the bases of 
American strategy and foreign policy and 
for the development of more adequate 
criteria on which to base policy decisions. 

Norman D. PALMER 

Professor of Political Science 

University of Pennsylvania 


Herman Kaun. On Thermonuclear War. 
Pp. xx, 651. Princeton, N. J.: Princeton 
University Press, 1960. . $10.00. 


In this impressive volume, Herman Kahn, 
one of the nation’s leading military strate- 
gists, raises a vast number of inescapable, 
yet unanswered and largely ignored, ques- 
tions relative to thermonuclear war. His 
explanation for the complacency and lack 
of realism in American planning is not 
unique. It stems, he believes, from the 
general assumption that the existence of 
nuclear weapons in large numbers renders 
war either impossible or so destructive that 
it would destroy civilization itself. The 
assumption that war is impossible encour- 
ages the nation to live dangerously, to 
neglect its: diplomacy, to equate policy with 
bluster and bluff. Simultaneously the con- 
viction that war cannot be limited and that 
a nation cannot survive a nuclear attack 
tules out the need for accurate military 
planning, conventional weapons, and civil 
defense. Both conclusions reduce military 
requirements to the mere possession of a 
cache of nuclear weapons. They satisfy 
the national concern for tax reduction. 
And they permit the nation to ignore the 
sword of Damocles that hangs over it. 

Having devoted twelve years to a study 
of modern war, largely as a physicist on 
the staff of The Rand Corporation, Kahn 
regards the current American assumptions 


relative to thermonuclear weapons totally 


false. Unlike many proponents of total 
victory in the cold war, he accepts a limited 
view of the Soviet threat. But he warns 
that as long as the big power rivalry con- 


162 


tinues there is the constant danger of war 
from premeditated attack, accident, or 
provocation. To Kahn this perennial 
danger of conflict, especially from provoca- 
tion, requires an effective first strike capa- 
bility and an elaborate civil defense to 
‘make the American deterrent credible, as 
well as conventional forces and the careful 
planning of war to its conclusion. On the 
other hand, he doubts that thermonuclear 
war would destroy civilization. He poses 
the fundamental question: “How much 
tragedy can we live with and still not have 
‘the survivors envy the dead?” If the 
nation can rebuild, the matter of prepara- 
tion becomes vital. It would make con- 
siderable difference five years after a war, 
he writes, whether 10 million or 100 million 
Americans survived. That thermonuclear 
war is a clear possibility and that it can 
be, survived are the central themes of this 
book.. All specific analyses and recom- 
mendations flow from these two assump- 
tions. ' 
Many readers will recoil from Kahn’s 
plea for greater national exertion in the 
development of new weapons systems. 
They will disagree with his descriptions of 
future wars. But the author warns the 
proponents of unilateral disarmament that 
any nation could hide several hundred 
nuclear weapons and employ them to black- 
mail a well-meaning and unarmed nation 
of superior wealth and power. He points 
out that world tensions result less from 
the existence of thermonuclear bombs than 
from the big power rivalry itself. Thus, 
despite his emphasis on means, he is con- 
cerned as well with ends. Unlike many 
politicians and even diplomats, he knows 
that the problems of world politics will be 
resolved only through diplomacy. But he 
warns, at the same time, that cold war 
settlements will not be achieved or sus- 
tained without constant attention to mili- 
tary preparedness. If this volume is dis- 


turbing, it is not because it deals frankly . 


with the possibility of war, but because it 
reveals that the nation has not yet begun to 
prepare for a myriad of conceivable eventu- 
alities. : 
NORMAN A. GRAEBNER 
Professor of History 
University of Illinois 
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Perspectives on Peace, 1910-1960. Pp. 
viii, 202. New York: Frederick A. 
Praeger under the auspices of the 
Carnegie Endowment for International 
Peace, 1960. $3.00. 

On the occasion of its fiftieth anniver- 
sary, the Carnegie Endowment for Interna- 
tional Peace solicited the reflections of a 
dozen men who have played a significant 
role in the search for peace. The contribu- 
tions are, as might be expected, of varying 
quality and depth. 

James T. Shotwell offers a personal 
memoir in the form of a capsule history 
of efforts toward disarmament and the 
rule of law. Sir Harold Nicholson’s grace- 
ful essay exudes nostalgia for the old 
diplomacy and the aristocratic virtues. His 
urbane veneer slips only once in damning 
his “pea-brained” compatriots who favored 
the Suez venture. Salvador de Madariaga 
traces the collapse of the moral solidarity 
of Christendom through the modern period 
of “international anarchy.” His conclusion 
is that a world community must be gov- 
erned, which to him means the necessity 
for a “world commonwealth.” Secretary 
General Hammarskjöld is represented by 
his May 1960—pre-Congo—address at the 
University of Chicago, in which he pointed 
to the growth of the United Nations “com- 
munity” toward higher constitutional forms. - 
Paul-Henri Spaak reaffirms his disillusion- 
ment with a United Nations which has per- 
petuated the League’s lack of effective au- 
thority, leaving the field to “unbridled 
nationalism and demagogy.” His concrete 
suggestion is for weighted voting. Jean 
Monnet, describing the European experi- 
ence, in which he was so personally 
influential, as a “silent revolution in 
men’s minds,” sees promise in the suc- 
cess of such integrating trends vis-a-vis 
the parallel trends towards “disintegration” 
—which one can mark in Africa and even 
in Monsieur Monnet’s France. Alberto 
Lleras Camargo. credits to the influence of 
the inter-American system and its members 
the noble phrases in the United Nations 
Charter dealing with international law, 
justice, and equal rights. One remains 
pensive about these noble qualities, in the 
light of recent Latin-American reluctance 
to pay its rather minute share of interna- 
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tional costs. Lester B. Pearson discusses 
with more approbation the influence of 
popular democracy on diplomacy, at the 
same time enjoining the small countries to 
act responsibly. He is—not unexpect- 
edly—considerably more positive than his 
Western European brethren regarding the 
role of the United Nations. Henri Bonnet 
characterizes the history of intellectual 
co-operation and the United Nations Edu- 
cational, Social and Cultural Organization 
(UNESCO) as the “conscience and spear- 
head of the United Nations.” Ismet 
Inönü sees modern Turkish history as illus- 
trative of the value of diplomatic negotia- 
tions. Max Huber, with high wisdom, 
would: supplement arbitration and adjudica- 
tion with pacific settlement procedures 
achievable only at the hands of a political 
body. Finally, Sir Norman Angell draws a 
striking contrast between the capacity of 
mass opinion to create a Hitler or Mus- 
solini, or to lynch a Socrates, and its so- 
cially desirable use in seeking peace and 
freedom through understanding. 

If there is a single phrase which sums up 
the views .of the twelve men, and indeed, 
the lesson of the fifty-year period through 
. which the Carnegie Endowment has func- 
tioned so creatively, it is in the four 
words of Aristide Briand: “‘Peace must be 
organized.” 

Lincorn P. BLOoMFIELD 

Center for International Studies 

Massachusetts Institute of Technology 


Rospert K. Woerzer. The Nuremberg 
Trials in International Law. Pp. xv, 287. 
New York: Frederick A. Praeger, 1960. 
$9.00. : 
The author is Professor of Public Law 

and Government at Fordham University. 

After reviewing the background of the 

Nuremberg trials, he concludes that the 

Tribunal had a legal character and a legal 

basis. ; 
In Chapter Five, “The Criminal Respon- 

sibility of the Individual under Interna- 
tional Law,” there is a quotation from the 

Court’s judgment that “crimes against 

international Jaw are committed by men, 

not by abstract entities, and only by 
punishing individuals who commit such 
crimes can the provisions of -international 
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law be enforced.” The common arguments 
used in criticism of the trial are examined 
—superior orders, military necessity, others 
also committed similar acts, or tu quoque, 
and ex post facto punishment—and the con- 
clusion is reached that none of these objec- 
tions were sufficient to invalidate the 
Nuremberg verdicts. 

In the sixth, seventh, and eighth chap- 
ters, there is a detailed discussion of the 
main charges against the defendants, 
mainly, crimes against peace, war crimes 
and crimes against humanity, and criminal 
acts of certain organizations. As to the 
Nazi organizations, “there was much reason 
and cause for the Judgment of the Interna- 
tional Military Tribunal (IMT) on crimi- 
nal organisations, even though not much 
basis can be found for it in international 
law, apart from the endorsement of the 
international community.” 

In Chapter Nine, on “The Nuremberg 
Trial and Subsequent Developments in 
International Law,” there is found a dis- 
cussion of the Tokyo war-crimes trials and 
a number of others. Reference is made to 
a Resolution unanimously adopted by the 
General Assembly of the United Nations, 
December 11, 1946, affirming the “prin- 
ciples of international law recognized by 
the Charter of the Nuremberg Tribunal 
and the Judgment of the. Tribunal.” Later, 
December 12, 1950, the General Assembly 
accepted a report of the International Law 
Commission recommending seven princi- 
ples taken from the Nuremberg verdicts for 
observance as a part of international law. 

One of the main conclusions is stated 
in the Preface: “The officials of every na- 
tion must now be aware that they too may 
be condemned as international criminals if 


` they offend against the law of nations, if 


they instigate or prepare wars of aggres- 
sion, if they apply laws that are in viola- 
tion of the laws of humanity, or if they 
prosecute groups of persons whose rights 
are recognised by most civilised nations. 
That is the meaning of Nuremberg.” 

There is an excellent Bibliography of 
some twenty-three pages, and the text of 
the Charter of the IMT is given. 

The reviewer has found this a most 
helpful treatment of the essentials of the 
Nuremberg trial, especially as we look for- 


164 


ward to the improvement of human rights 
and the building of legal restrictions against 
international aggressive war. 
J. EUGENE HARLEY 
Emeritus Professor of Political Science 
University of Southern California 
Lecturer in Government 
Los Angeles State College 


Hans Brrx. Treaty-Making Power. Pp. 
xviii, 414. New York: Frederick A. 
Praeger, 1960. $16.00. 

This is a useful study by a competent 
scholar from Uppsala University, done with 
the encouragement of Judge Lauterpacht 
and Professors Jennings and Gihl, and with 
suitable acknowledgments to Philip Jessup. 

To attempt, as Dr. Blix has done, to 
deal, both historically and in terms of 
juristic theory, with numerous citations of 
authorities, with the whole range of the 
competence of agents to bind treaty-making 
organs, and with the competence of diplo- 
mats, including the nature of “full powers” 
and the limits of this practice, is a monu- 
mental undertaking. The treatment is 
bound to be sketchy and selective, but it 
is interesting and done with some system. 

The author has to select what he con- 
siders to be the dominant reality, “that 
of constitutional states,” in considering that 
international law refers—and defers—to 
constitutional law, the determination of 
competent treaty-making authority. At the 
same time, he notes that some of the au- 
thorities who are trying to build up the role 
of the United Nations or the overriding 
authority of international law reach con- 
clusions that can hardly be squared with 
the view which the author, I think, rightly 
adopts. Sir Gerald Fitzmaurice, for in- 
stance, as Dr. Blix notes, “recently sug- 
gested that the Head of State, the Prime 
Minister, and the Minister of Foreign Af- 
fairs possess inherent capacity to bind the 
State by virtue of their offices.” He fur- 

_ther notes that the International Law 

Commission has tentatively accepted this 

position (p. 40 and footnote 9). 

It is natural that Dr. Blix should miss 
interesting examples where treaties have 
been so initiated, as to my knowledge—as 
legal adviser to the Egyptian Wafd Govern- 
ment—the treaty between the United 
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Kingdom and Egypt was initiated by the 
Egyptians and the British Foreign Secre- 
tary and approved by the Prime Minister 
of England under the Labour Government 
in 1930. But the treaty was withdrawn be- 
cause of Parliamentary opposition from the 
Liberals, who constituted the balance of 
power in the Labour Government coali- 
tion that then existed. 

It is also a matter of some interest that 
Dr. Blix—through his preoccupation with 
the international and public law aspects of 
these problems and their relations to diplo- 
matic protocol—when he comes to the 
second part of his book on treaty-making 
competence as regulated by municipal law, 
makes relatively small use of the Connally 
Amendment and its impact on the adher- 
ence by the United States to the optional 
compulsory juries clause of the United 
Nations Charter through the Permanent 
Court. He cites a great many of the 
relevant cases, both in this country, and in 
Canada, on the treaty-making power, but 
misses the political implications and the 
importance of the legal doctrine of what 
is “the supreme law of the land” and slights 
the whole background of the controversy 
over the proposed Bricker Amendment. 

Naturally, a work of this scope has to 
be one of selection, and there are numerous 
useful footnotes like that on page 284, 
giving Hackworth’s opinions on the prob- 
lem of ratification, that are most interest- 
ing. On the other hand, there are points 
that almost any American student of either 
constitutional or international law would 
want to have emphasized and clarified more 
than the text does, such as the whole ques- 
tion of the binding force of Executive 
Agreements and the limits of the validity 
of treaties in relation to subsequent legis- 
lative action by Congress. 

Every student of the problem, hogever 
must be indebted to Dr. Blix for covering 
an enormous range of useful opinion that 
includes much of British and Dominion 
practice. It is rather astonishing that he 
did not make more use of Robert Stewart’s 
important book on Treaty Relations of the 
British Commonwealth of Nations (Mac- 
millan Company, 1939) in relation to the - 
importance of the inter se status of vari- 
ous types of treaties within the British 
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Commonwealth of Nations; or the even 
more puzzling juristic questions of what 
look to be partial commonwealth status 
in conferring rights under older treaties 
negotiated by the United Kingdom. 
Wim Y. ELLIOTT 
Harvard University 


WALTER R. SHarp. Field Administration 
in the United Nations System: The Con- 
duct of International Economic and 
Social Programmes. (United Nations 
Studies No. 10.) Pp. xiv, 570. New 
York: Frederick A. Praeger under the 
auspices of the Carnegie Endowment for 
International Peace, 1961. $12.00. 


This monumental study describes a dec- 
ade of experience with international admin- 
istration in the conduct of economic, social, 
and technical programs. Its objectives 
are: (1) to describe the field organization 
evolved by the United Nations and its 
specialized agencies; (2) to identify the 
assumptions and forces underlying the 
expansion of the field machinery and trends 
towards decentralization; (3) to assess the 
effectiveness of field staffing policies; (4) to 
examine the adequacy of communication 
networks; (5) to analyze the process by 
which substantive programs are planned, 
co-ordinated, executed, and evaluated; and 
(6) to suggest constructive proposals for 
improving United Nations program opera- 
.tions. 

Management of these multinational, geo- 
graphically dispersed operations has been 

` complicated by the complex, cumbersome 
structural framework within which United 
Nations and agency administrators are 
obliged to work. There is no central legis- 
lative authority for the system as a whole; 
the administrative headquarters for the 
quasi-autonomous organizational entities 
comprising it are scattered in nine different 
cities divided by the Atlantic. Each agency 
developed its own administrative practices 
more or less independently. 

The field areas of the United Nations 
system are described as a mosaic. Their 
composition and boundaries vary from 
agency to agency, as do the functional 


scope and degree of delegation to regional - 


offices, giving rise to administrative com- 
plications. The pattern of field offices is 
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characterized as a maze, consisting of over 
250 located in 83 cities. 

The United Nations, which was con- 
ceived to bring about greater harmony, 
co-operation and understanding among na- 
tions, has had difficulty achieving this 
objective in its own family. Sharp cites 
examples (p. 379), but also reports that 
agency particularism has noticeably de- 
clined during the past few years. 

Sharp’s treatment is encyclopedic and 
the material is well.organized. The book 
suffers somewhat by the author’s tendency 
to use all the data collected. A compulsion 
to report something about every agency 
for each administrative practice under dis- 
cussion overwhelms the reader looking for 
generalizations about reasons for the prac- 
tices employed, problems encountered in 
their use, the impact-of culture on them, 
and so on. One organizational difficulty is 
the presentation of the program process 
in the second half of the book, after chap- 
ters on field organization, staffing, and 
headquarters-field relations. Since the 
latter are molded by the program being 
administered, perhaps a better order would 
begin with the program process. 

The presentation and analysis is tradi- 
tional, largely from the perspective of 
PODSCORB. In addition to being pos- 
sibly culture-bound, this approach gives 
little insight into such important aspects 
of administrative behavior as leadership, 
decision-making, power relationships, the 
function of ideology, and informal organi- 
zations, 

No attention is given to some of the 
real cultural barriers or to international 
administration, other than the language 
problem. One paragraph (p. 229) discusses 
the problem of piercing the cultural cur- 
tain, with an example relegated to a foot- 
note. By contrast, five pages are devoted 
to a discussion of such “communications” 
problems in international administration as 
the use of the mails, cables, and long- 
distance telephones. 

In a few places, the book falls below the 
level of scholarly significance. The work 
is occasionally burdened by anecdotal epi- 
sodes and picayune details, such as the 
discussion of the-time it takes to send 
air-mail letters, the disposal of surplus soft 
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currency, and internal administrative mat- 
ters like the frequency of staff meetings. 

Over-all, the study is the product of a 
massive accumulation of data and highly 
skilled analysis and presentation. The 
concluding chapter’ contains valuable in- 
sights and judgments for students and 
practitioners of international administra- 
tion. One wishes that Sharp had presented 
even more of his insights and conclusions 
throughout the work, such as the suggestion 
regarding field counsellors (p. 259) or a 
clearinghouse for private groups (p. 447). 

RicHarp W. GABLE 
Associate Professor 
University of Southern California 
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CHARLES E. Freepeman. The Conseil 
@Etat in Modern France, (Columbia 
Studies in the Social Sciences, No. 603.) 
Pp. ix, 205. New York: Columbia Uni- 
versity Press, 1961. $5.00. 

Americans take pride in our Supreme 
Court, which we consider the most emi- 
nent judicial institution in existence. Yet 
we can learn a great deal from the French 
Conseil d’Etat, which has been widely 
copied by other legal civilizations. The 
book under review presents a description 
and evaluation of this court’s various 
activities. The discussion is properly based 


‘on the fundamental reform of the Conseil. 


d’Etat in 1872, which actually raised it to 
the rank of the highest administrative 
court in France. Subsequently, the book 
focuses on the equally important reform 
of 1945, which adjusted the international 
organization of the Conseil d’Etat to the 
conditions of the modern administrative 
state, and on the reform of 1953, which, 
by creating the Administrative Tribunals, 
tried to alleviate the court’s crushing back- 
log of work. 

In jurisdiction and in operational tech- 
niques, the Conseil d’Etat is altogether 
different from the American Supreme 
Court. The latter, in the absence of a 
genuine administrative jurisdiction in this 
country, has to deal with all kinds of con- 
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troversies—constitutional, criminal, finan- 
cial and industrial. The judicial functions 
proper of the Conseil d’État are narrower 
because confined strictly to administrative 
matters, but, at the same time, more en- 
compassing because the court controls and 
supervises the entire administration, even 
in noncontroversial matters. In this con- 
text, it has become the primary function 
of the Conseil d’Etat to protect the indi- 
vidual citizen against administrative arbi- 
trariness, in which capacity it has grown 
into the most effective guardian of civil 
liberties found anywhere, our own Supreme 
Court not excluded. 

An additional difference is that the 
Conseil d’Etat comprises far more people, 


’ amounting ‘at present to some 179 judges, 


and the professional calibre of these men 
is uniformly high. To obtain access to 
this possibly the most distinguished profes- 
sional elite of our time, the candidates 
have to pass the competitive examination 
of the celebrated Ecole Nationale d’Ad- 
ministration, an elimination contest in 
which 5 per cent, at the most, of the 
applicants qualify. Promotion within the 
Conseil d’Etat is based on what is called 
‘Gn-service co-optation,” in which the court 
itself decides who should move up to its 
higher echelons. 

Another difference from its American 
counterpart is that the Conseil d’Etat, 
instead of confining itself to the adjudica- 
tion of controversies, plays an indispen- 
sable and ever increasing role in the legis- 
lative process proper. All governmental 
bills, in particular all ordinances and 
decree-laws, are submitted to the court. 
This means, in practice, that the govern- 
mental projects drafted by the ministerial 
bureaucracy are scrutinized to ascertain 
their proper legal form, their compatability 
with the constitution, and often their 
political advisability. This situation nul- 
lifies the seemingly ineradicable error of 
the textbooks to the effect that the French 
do not have judicial review. In addition, 
since 1945 the court has supervised the 
entire statutory and regulatory functions of 
the nationalized industries. All told, the 
Conseil d’État is primarily responsible for 
France’s scrupuluous maintenance of the 
rule of law, which has remained wholly 


The Unexpecied Revolution 


SOCIAL FORCES IN THE HUNGARIAN UPRISING. Paul 
Kecskemeti. An analysis of the impact of totalitarianism 
upon different social groups in Hungary yields reasons why 
the Hungarian revolt succeeded where uprisings in other 
satellite countries failed. $4.75 


Falange 


A HISTORY OF SPANISH FASCISM. Stanley G. Payne. Thisis 
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MODERN SOCIETY 


Liberalism, Marxism, and Democracy 


by Eduard Heimann 


A deeply probing search, by a distinguished sociologist, into the 
place. of democracy and communism in the evolution of social-religious 
thought, Dr. Heimann first shows how the two opposing forces are equal 
(and equally distorted) outgrowths of the rational idealism of the eighteenth- 


century Enlightenment. 

The author then shows why these two systems, each in its way a 
perversion of a humanitarian ideal, cannot exist indefinitely without head-on, 
world-destroying conflict. - 

The climactic subject of this exceptional study is a rigorously defined 
third course which—firmly based in the world’s cultural-religious heritage 
and already taking form in certain nations—must be sought as the way out. 
Indexed. 352 pages. At your bookstore now. $6.50 
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unaffected by the frequent governmental 
changes at the executive level. 

Some desiderata in an otherwise thor- 
oughly competent discussion seem to be 
the following: More—particularly statisti- 
cal—information on the detached-service 
technique, under which judges are on Joan, 
for a maximum duration of seven years, to 
other governmental agencies or missions; 
a greater emphasis on the protection of 
civil liberties; a fuller discussion of the 
actes du gouvernement; and, finally, in- 
formation on how the Conseil d'État has 
fared under the De Gaulle constitution, on 
which—as is not mentioned by the author 
—it was asked to give its opinion. 

KARL LOEWENSTEIN 

William Nelson Cromwell Professor 

of Jurisprudence and Political Science 
Amherst College 


J. A. Laronce. The Government of the 


Fifth Republic: French Political Parties ` 


and the Constitution. Pp. 415. Berkeley 

and Los Angeles: University of Cali- 

nia Press, 1961. $6.50. 

The first part of this book is largely 
devoted (a) to the exposition of the politi- 
cal philosophies and ideologies, or “idées- 
force,’ as the author calls them, that are 
important in contemporary French politics 
—communism, democratic socialism, eco- 
nomic liberalism, political liberalism, anti- 
clericalism, Christian democracy, conserva- 
tism, nationalism, and Europeanism—and 
(b) to a succinct account of the origins, 
organization, doctrine, and tactics of the 
political parties that embody and promote 
these idées-force—the Communist party, 
the. Socialist party (SFIO), the Radical 
party, the Movement Républican Populaire 
(MRP), the Independents, and the Gaullist 
Union pour Ja Nouvelle République 
(UNR). Each of these parties is treated 
in a separate chapter, and the minor parties 
and important pressure groups that have an 
“influence on the course of French politics 
are discussed in two chapters. The author 
shows clearly how this multiplicity of par- 
ties and special-interest groups, with their 
conflicting demands and claims, led to a 
paralysis of the constitutional structure of 
the Fourth Republic, to incoherent and de- 
moralizéd leadership, to apathy, and, finally, 
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to the events of May 13, 1958, which 
ended the process of .deterioration of gov- 
ernmental authority. 

It is against this background that the 
author, in the second part of this book, 
undertakes a detailed description and 
formal analysis of the Constitution of 
October 4, 1958, which established the 
Fifth Republic and which, it was hoped, 
would provide France with an institutional 
framework that “could satisfy her desire 
for freedom and her need for authority and 
stability.” The role of the executive, the 
organization and-powers of the National 
Assembly and the Senate, and the special 
functions of other decision-making and 
advisory bodies are examined to determine 
précisely what is traditional and what is 
new in.the 1958 Constitution. The out- 
standing innovations, which bear the defi- 
nite imprint of De Gaulle, are the strength- 
ening of the presidency and the shifting 
of power from the legislative to the execu- 
tive branch. Article 16 of the Constitu- 
tion, which gives the president the right 
to assume emergency powers—invoked by 
De Gaulle on April 23, 1961 in his suc- 
cessful defense of the Republic; the execu- 
tive’s broad power of dissolution; the re- 
strictions placed on the power of the 
Assembly to overthrow the cabinet; the 
curtailment of the Assembly’s legislative 
authority; and the simplified budget pro- 
cedure—all serve to enhance the power and 
freedom of the executive and to demote 
the legislature from the status of “supreme 
emperor” in the Third and Fourth Re- 
publics to the position of “humble servant” 
in the Fifth. A translation of the 1958 
Constitution and a summary of twenty 
related organic laws of 1958 and 1959 are 
included in the Appendix of this well- 
written, judicious, and informative book. 

AARON NOLAND 

City College 

New York 


H. C. Auten. The Anglo-American Pre- 
dicament: The British Commonwealth, 
the United States and European Unity. 
Pp. xiv, 241. New York: St. Martin’s 
Press, 1960. $6.75. 

It is good to encounter a “tract for the 
times” that is carefully written, filled with 
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deep historical insights, and at grips with 
a significant issue that has become obscured 
in recent years. 

The message, or the “predicament,” is 
simple—a federal Atlantic Union, including 
North America, Australasia, the United 
Kingdom, and Western Europe, is abso- 
lutely necessary, highly desirable, and even 
possible. Professor Allen, one of the few 
Britons whose career is invested in Amer- 
ican history, adds that such a Union need 
not be and should ‘not be an exclusive 
organization, and that it is the first prac- 
ticable step “in the direction of a world 
society combining order with liberty.” 

The test of a volume such as this is not 
what reviewers say, but what result it 
achieves for its thesis—and the price, $6.75, 
must be a deterrent. 

Part I, “The Dilemma of Britain,” ad- 
dressed especially to British readers, ana- 
lyzes very skillfully the tentative attitude 
Britain must take toward any European 
Union. Britain has to be cautious on eco- 
nomic, as well as political, grounds. “Brit- 
ain, before entering a European union, 
needs to be reasonably confident . . . that 
democracy would be preserved within it.” 
Britain could not withstand a rupture with 
the Commonwealth, or with the United 
States, which membership in a continental 
European union might force upon it. 

Professor Allen concludes that for Brit- 
ain there is no fully satisfactory alterna- 
tive to Atlantic Union, and while he feels 
much the same for the United States—he 
quotes tellingly A. T. Mahan, Andrew 
Carnegie, and Henry Adams in a perora- 
tion—I sense that he feels the real drive 
must come from Britain. He does suggest 
a flexible course of action. 

American readers should also ponder 
Chapter XIII, “The American Spirit and 
Atlantic Union,” 
sophisticated analysis and somewhat more 
tender than those usually advanced by for- 
eign analysts. It has such things in it as 
this: “The Messianic strain in the Ameri- 
can people matches the very similar strain 
in Russian history. . . . This is one of the 
reasons for the rigid, almost obsessive, 
character of the great mid-twentieth cen- 
tury rivalry of the two continental powers, 
and for its global repercussions.” 


to my mind a very ` 
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I do not think I am wrong in saying that 
Anglo-American relations remain very 
much under-studied, almost vaguely un- 
conscious. For example, the book jacket 
states that Professor Allen occupies “the 
only permanently tenable Chair of Amer- 
ican History in the United Kingdom.” I 
am not sure just what that means. But 
whether my appraisal of the general field is 
correct or not, this is a good, awakening 
book. 

RicHArD H. HEINDEL 

President 

Pratt Institute 

Brooklyn 

New York 


Sir Ivor Jennincs. Party Politics, Vol. 2: 
The Growth of Parties. Pp. vii, 403. 
New York: Cambridge University Press, 
1961. $8.50. 


This is the second of three volumes en- 
titled Party Politics. The first dealt with 
elections and the third will concern political 
ideas. When it appears, Sir Ivor Jennings 
will have rounded out his five-volume 
survey of the British Constitution which 
was begun in the 1930’s with Cabinet 
Government and Parliament. 

The matter of particular interest here 
is that Sir Ivor is a political scientist and 
a lawyer. He proposes a history of party 
in Britain since 1640, more especially since 
1783. This he has provided very largely 
from the writings of such professional 
historians as Keith Feiling, Sir Lewis 
Namier and his disciples, Norman Cash and 
H. J. Hanham; from the standard biogra- 
phies; and from the studies of twentieth- 
century elections, and his survey while al- 
together competent will add little to the 
understanding of one already fairly well 
read in the subject. 

Though relieved here and there by some 
interesting analysis, for example, in the 
treatment of the decline of the landed 
interest in the late twentieth century, the 
book is, in the main, a narrative connécted 
only by chronology. And although the 
author makes a special point in the previous 
volume of distinguishing between the his- 
torian who finds out what happened and 
the lawyer who draws conclusions, he him- 
self derives no general meaning from the 
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seventeenth-century revolution, does not 
make clear the impact of the Namier school 
on the notion of party in the eighteenth 
century, and provides little fresh insight 
. into the politics of the Victorian era. 
There are in fact no sustained themes; 
history seems to be a mass of information 
rather than a problem of trying to under- 
stand another age and another idiom. 

As he moves into the twentieth century, 
Sir Ivor does draw conclusions, perhaps be- 
cause he leaves behind his role of historian. 
The final chapter is particularly arresting, 
but strangely so, for many of his judg- 


ments, though acceptable to a degree, are’ 


one-sided. Much of party conflict today, 


particularly that in Parliament, is termed . 


“a sham fight,” whose whole purpose is 
“party political”; the Parliamentary battle 
is “shadow boxing.” 
“the careful reader of the Parliamentary 
debates soon realizes with what little 
wisdom the country is governed.” This 
seems a strange note toward the end of this 
undertaking and, while it has been voiced 
elsewhere,. needs to be balanced against 
the sympathetic yet convincing treatment 
of Parliament in works like Peter G. 
Richards’ Honourable Members (1959) and 
Harry Boardman’s The Glory of Parlia- 
ment (1960). 

This volume is not as valuable as Cabinet 
Government and Parliament and hardly 
warrants the claim of the publisher that 
Jennings’ five volumes “will be the standard 
twentieth century authority on British con- 
stitutional history, law and practice.” It 
is, however, an interesting and often per- 
ceptive survey of party history over the 
past three centuries. 

ALFRED F. Havicuurst 

Professor of History 

Amherst College 


PauL F. GEMMELL. Britain’s Search for 
Health: The First Decade of the Na- 
tional Health Service. Pp. 171. 
delphia: 
Press, 1960. $5.00. 

If a visitor from another country asked 
your opinion of, say, the. American eco- 
nomic, judicial, or political system, would 
your reply tend to be favorable to your na- 
tional institutions in’ view of his identity? 


We are told that 


Phila-, 
University of Pennsylvania 
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Here, an American gave or mailed a ques- 
tionnaire to 1,500 persons in Great Britain 
in 1956, asking in detail what opinions they 
held on their national system of medical 
provision; 600 eventually mailed the form, 
as directed, to his Philadelphia address. 
It is crucial to ask: “Did characteristics 
of patience, nationalistic feeling, or what- 
not separate the co-operative group from 
the nonrespondents? Were the results 
seriously warped, and if so, how? The 
reader badly needs to know the answers to 
standard questions routinely addressed to 
sampling procedures as he reads the au- 
thor’s interpretation of his results—which 
show state medicine happily at work., 

We are not given the questionnaire or a 
simple statistical breakdown; we are left in 
the dark on the economic, social, rural- 
urban, and health characteristics of the 
600 “patients”; indeed, ‘we do not know 
when, why, or how these respondents were 
ill. Again, the physician survey made by 
the author entirely excluded specialists and 
other medical personnel—including all con- 
nected with hospitals; we learn that the 
372 general practitioner respondents were 
located in 139 general practices—obviously 
making the survey heavy in doctors pos- 
sessing maximum financial security and the 
personal conveniences that lie in partner- 
ship and group practice. How many of 
the doctors were old enough to recall the 
patient-physician relationships—and the 
diagnostic procedures—of the private, fee- 
for-service, days before the war? There 
is no age breakdown. 

The present reviewer is willing to recom- 
mend this book only to that limited and 
ultrasophisticated audience who can read it, 
throughout, with the author’s own very 
obscurely located caveats in mind: “There 
is, of course, no certainty that the answers 
to my questions express the views of 
[National Health Service] NHS patients in 
Britain as a whole” (p. 25n) and “From 
the procedure used, it follows that the 
answers to my questions do not necessarily 
reflect the opinion of NHS general prac- 
titioners as a whole” (p. 28n). 

When many of the findings of this survey 
appeared in the New England Journal of 
Medicine, July 3, 1958—a fact unmen- 
tioned by publisher and author—they oc- 
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casioned some rebuttals—see an English 
General Practitioner’s reply, issue of Nov. 
6, 1958. Earlier, a decidedly contrary 
portrait of NHS by an English country 
doctor appeared in our magazine GP, 
August, 1957. Serious researchers have a 
wealth of evaluations of NHS: the London 
Times NHS Supplement of July 7, 1958; 


issues of the Lancet and British Medical. 


Journal—especially the British Medical 
Journal’s NHS Supplement of July 5, 1958; 
and the official Royal Commission, Guil- 
lebaud, and Cohen reports on NHS suc- 
cesses, costs, bureaucracy, and irritations. 

The present urbane account, while in my 
opinion an apologia throughout, is still .a 
corrective to the blasts of United States 
mass media and physicians against the dras- 
tic but hopeful efforts of a war-torn and 
long class-structured society to overcome 
ancient inequities and inadequacies in med- 
ical care. There have been unanticipated 
costs in taxes; indications that quality in 
practititioners is threatened; and—inevi- 
tably, with long hours and heavy loads— 
gradual outdating of professional knowl- 
edge. Minor ailments are treated at all 
hours as a matter of patient “right,” and 
physicians find it next to impossible to 
move from one city to another—but do not 
hesitate to flee the country. Still, better 
distribution of physicians, elimination of 
“charity,” and sharing in the medical prog- 
ress typical of all civilized countries in 
what may be called “the age of penicillin” 
have heartened the British public and 
helped make NHS politically unassailable. 
Ultimately, the thousands of bureaucrats, 


the regimented physicians, and the dis-, 


gruntled elements among the educated pub- 
lic will undoubtedly rid the “jolly old 
health scheme” of important weaknesses 
that are readily discernible. 

NHS is in Britain to stay, with or with- 
out modifications. On balance, however, 
one hopes that the socialist way in medical 
matters is not enroute to our country. In 
my view, it is grossly unsuited to American 
needs and to the temperament of our 
people. , 

` VaucHN D. Borner 

The Rand Corporation l 

Santa Monica 

California 
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Jonn CARSWELL. The South Sea Bubble. 
Pp. xii, 314. Stanford, Calif.: Stanford 
University Press, 1960. $5.50. 

John Carswell’s facility with word and 
phrase and his gift for narrative have again 
been successfully employed in this fast- 
moving story of the South Sea Company in 
Britain in 1720. It is written close to 
contemporary material, and will be recog- 
nized as the best and most complete ac- 
count that we have. 

The South Sea Company, founded in 
1711 as “a marvelous synthesis of finance, 
commerce and foreign policy” and given a 
trading monopoly in Spanish America, leapt 
into greater prominence in January 1720 
when it absorbed in its capital the entire 
British national debt. The story of the 
financial manipulations behind the privi- 
leges enjoyed by the company; of the 
consequent fever of speculation which sent 
the price of stock soaring from 123 to 
1000 in nine months, and which extended 
in fantastic fashion to other “bubble 
promotions,” some legitimate and some 
spurious; of the bursting of the Bubble, 
with the attendant collapse of credit and 
restriction of all commercial transactions 
to currency; of the .sudden ruination of 
careers both financial and political; and of 
Walpole’s proposals for stabilization and 
his immediate elevation to prominence—all 
this is told with gusto and at times with 
brilliance. But Mr. Carswell’s book is 
more than a story of the South Sea Com- 
pany; it is actually an introduction to the 
study of the relations of government and 
business between the Revolution of 1688 
and the Walpole period, and includes the 
parallel story in France of the fortunes of 
John Law and the “Mississippi Company” 
in the rue Quincampoix, the Parisian 
equivalent of Exchange Alley in London. 

While recognizing Carswell’s success in 
popularization, the professional historian 


will find some flaws. There is for example 
‘a good deal of loose periodization. 


It is 
not very meaningful to think ‘of the 
“Commercial Revolution” as confined to 
the years 1688-1720, nor very helpful to 
speak of the “pause” between that revolu- 
tion “and the beginning of the Industrial 
Revolution that opens our own time.” 
Such statements are not faithful to the 
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continuity of economic change from the 
sixteenth century forward. And the lavish 
use of metaphor and the easy assignment 
of cause and motive seem to defeat rather 
than assist any effort at historical explana- 
tion. 

But the author did not embark on a 
subtle analysis of the relation of the his- 
torical record to what actually happened. 
Rather he undertook to demonstrate how 
the South Sea Bubble illustrates “the unity 
of economic with general political and so- 
cial history,” and in this he has certainly 
succeeded. Indeed the course of events 
was so turbulent, and the emotional impact 
so complex, that we can only conclude that 
the episode must have meant vastly dif- 
ferent things to different people. As a 
kaleidoscopic presentation, Carswell’s book 
is something of a tour de force. 

ALFRED F. HavicHURST 

Professor of History 

Amherst College 


MANUEL GOTTLIEB. The German Peace 
Settlement and the Berlin Crisis. Pp. Xx, 

- 275. New York: Paine-Whitman, 1960. 
$8.50. : 


Among the issues on which the Cold War 
seems to feed, the Berlin, and, beyond that, 
the German, issue appear to be the most 
durable, vexing, and, perhaps, insoluble. 
Because all great powers are in closest 
military contact in the German area, these 
issues also appear to be among the most 
explosive in the world today. Manuel 
Gottlieb has made a significant contribution 
to the literature on this critical subject. 

He proceeds from the assumption that 
the conflict in the 1960’s has its roots in 
the negotiations of the 1940’s. He argues 
that an East-West settlement, at that time, 
was not as far out of reach as is commonly 
understood. A united, liberal, but neutral- 
ized, probably “semisocialized,’ Germany 
could have been agreed upon. Such a 
Germany “could have played a buffer role 
separating and bonding together East and 
West.” -The main obstacles to such an 
agreement appear to have been Western 
distrust of Soviet partnership, Western 
underestimation of Germany’s reparation 


potential, and. a Western desire to utilize . 
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West Germany as a springboard for mobili- 
zation of North Atlantic forces in defense 
of an antisocialist community of interests. 

The author has determined that mone- 
tary questions, currency reform, repara- 
tions, and related matters, of which he 
evidently has intimate, expert knowledge, 
were among the most crucial sources of 
conflict. The key issue of currency reform, 
to the Soviets a casus belli leading to the 
Berlin blockade, arose as much from West- 
ern as from Soviet intransigence, from in- 
ability to sift fact from fiction on the part 
of both camps, and to a considerable extent 
from general confusion on an exceedingly 
complex matter. Very strongly empha- 
sized, although not too clearly brought out, 
is the tendency in East-West negotiations 
to deal in sweeping assumptions concerning 
the other side’s intentions, to resort to 
abstractions instead of hard, close, and 
objective analysis of the respective posi- 
tions on specific issues. 

On the subject of Communist ideological 
commitment, this book takes a position 
somewhat unlike that underlying most in- 
vestigations of the nature of the Cold War. 
While ideology is not disregarded, its role 
in the determination of Soviet policies is 
assessed differently. It is argued that in 
the German case, Communist ideology may 
in fact have been more flexible than else- 
where and at other. times in history. 
Although no one can say with certainty 
that the Soviets would have accepted 
“coexistence” in the German zone, on dif- 
ferent terms of course than those advanced 
by the West, it is argued here that their 
willingness to do so was never really put 
to the test. The author certainly makes a 
good case for re-evaluation of history 
related to the German issue with more 
attention paid to simple failings, miscues, 
and missed opportunities. For instance, he 
argues that on the question of reparations, 
had Soviet diplomacy been less crude, 
blundering, and inept, many of the cardinal 
errors on the Western side might have 
been avoided. If the reader has enough 
patience to work his way through an un- 
cultivated, doctoral-thesis style, he should 
find this study most helpful to an under- 
standing of the German question. The 
scholarship concentrated on this volume is 
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indeed of high quality, as well as of stag- 
gering impact. 
Henry L. BRETTON 
University of Michigan 


Jonn GmBEL. A German Community 
Under American Occupation: Marburg, 
1945-52. (Stanford Studies in History, 
Economics, and Political Science, XXI.) 
Pp. vi, 259. Stanford, Calif.: Stanford 
University Press, 1961. $5.50. 


The over-all organization, policies, and 
activities of the United States in occupied 
Germany have, perhaps, not received the 
attention from scholars that they deserve, 
but there is at least a considerable body of 
literature currently available here. How- 
ever, little attention resulting in publica- 
tions has been paid to studies in military 
government detachments, liaison and secu- 
rity offices, and resident offices in specific 
German communities. It is generally 
recognized that the proof of a pudding is 
to be found in its eating, and it would 
seem to follow that the record of the 
United States in Germany depends in large 
measure on its achievements and failures 
in the various local areas in which the 
primary operations were carried on. Pro- 
fessor John Gimbel has set himself the 
task of examining the provisions made by 
the American occupation authorities in one 
important German community, Marburg, 
and the impact which American activities 
have had on various aspects of .community 
life. It seems to this reviewer that he has 
made a very substantial contribution to a 
better understanding of the whole tangled 
web of the American occupation of Ger- 
many. Marburg may not be entirely repre- 
sentative—indeed what single community 
could claim to be—but it does offer a good 
basis for a study such as Gimbel has made. 
If somewhat comparable studies could be 
produced of half a dozen or so other com- 
munities it would then be possible to estab- 
lish conclusions which would be of great 
value to those interested in military ad- 
ministration. 

Gimbel has searched the military govern- 
ment files in the Kansas City Army 
Records Center and the files of the Office 
of the United States Commissioner for 
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Germany, discovering that despite efforts - 
taken several years ago to declassify a pro- 
portion of such documents, a serious prob- 
lem of access remains. But he has gone 
much further than analyzing official records, 
which he has frequently found to be inac- 
curate, by carrying on field work in Mar- 
burg. There he has consulted Landkreis 
and Stadkreis papers, political party files, 
and the personal records of various key 
Germans and has interviewed local citizens. 
Altogether, his sources seem more than 
ordinarily adequate, even if they do not 
always provide great detail in certain areas. 
He has brought to his analysis a critical, 
but relatively impartial, attitude, which has 
made it possible to arrive at perceptive and 
well-founded generalizations. 

The conclusions reached may seem to 
some readers very gloomy—certainly the 
record of the United States in Marburg 
was not one of brilliant success. The in- 
adequate understanding of the great major- 
ity of American representatives of German 
language, history, institutions, and psy- 
chology, the mistakes in picking the wrong 
sort of Germans for staff and social con- 
tacts, the almost shocking turnover in 
American personnel, the badly confused . 
policies—all make it hardly surprising that 
the ambitious American programs to re- 
construct education, reform the civil serv- 
ice, and introduce new patterns of eco- 
nomic, social, and political organization did 
not succeed. But the impression of Amer- 
ican character left on the people of 
Marburg was more favorable than one 
might suppose. 
' HAROLD Zink 
Professor of Political Science 
Ohio State University 


GERALD Freund. Germany Between Two 
Worlds. Pp. xx, 296. New York: Har- 
court, Brace & Company, 1961. $5.75. 


During recent years a considerable num- 
ber of books dealing with German problems 
have been published in English—though it 
is interesting to note that the Fifth Re- 
public of France has within the brief space 
of two years: probably received more at- 
tention than the Federal Republic of Ger- 
many or the German Democratic Republic 
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in a decade. Journalists, university pro- 

- fessors, bankers, specialists on the staff of 
research agencies such as Rand and others 
have offered their interpretations. The 
present book is especially interesting be- 
cause of the background of its author, who 
was born in Berlin shortly before the Hitler 
era, spent the first ten years of his life in 
Europe, received his university training in 
the United States and the United Kingdom, 
and has been a staff member of American 
and British universities and research insti- 
tutes. 

The chapter divisions, “Background”; 
“West Germany: A New Society?”; 
“Adenauer, West German Politics, and 
Foreign Policy”; “West Germany, De 
Gaulle, and European Unity”; “The Re- 
armament of Germany”; “Bonn and Nato: 
Neutral or Ally?”; “Germany, Russia, and 
Eastern Europe”; and “A Political Strategy 
for the West,” show that the scope of the 
book is broad. Indeed, there are few as- 
pects of modern Germany that do not come 
in for at least passing attention. This 
obviously means that searching analysis is 
more evident in some areas than in others. 
The chapters dealing with the role of Dr. 
Adenauer and with a political strategy for 
the West seem to be the most substantial 
and provocative, 

The lengthy Preface, which stresses the 
difficulty of understanding German prob- 
lems, may strike some readers as unneces- 
sary for the persons likely to be attracted 
to this book, although few exceptions can 
be taken to what is said. A tendency to 
make categorical pronouncements without 
taking the trouble to offer any justification 
may irk some—an example may be cited: 


“The Nürnberg trials and -denazification. 


procedures were probably the best possible 
devices under the circumstances.” Sweep- 
ing generalizations occur which many read- 
ers may find it difficult to accept—‘A 
sound foundation for democracy has been 
provided perhaps first of all by the shining 
example of its aging first President, 
Theodor Heuss, a great liberal and intel- 
lectual who has set a high standard for 
the successors to his office.” Few would 
question the dignity and honor of President 
Heuss, but they might find it difficult to 
equate such qualities with a “sound founda- 
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tion for democracy.” But this very tend- 
ency to generalize results in characteriza- 
tions which add spice to the text. Herr 
Ollenhauer is described as “the kindly and 
unpretentious [Social Democratic Party] 
SPD chairman” and Carlo Schmid as “a 
scintillating intellectual with a big reputa- 
tion in middle-class circles.” All in all, the 
book is well worth the attention of those 
seriously interested in contemporary Ger- 
man problems. 
HAROLD ZINK 
Professor of Political Science 
Ohio State University 


Hucu Seron-Warson. From Lenin to 
Khrushchev: The History of World 
Communism. Pp. xv, 432. New York: 
Frederick A. Praeger, 1960. $6.00. 


Professor Seton-Watson has added two 


‘chapters to his From Lenin to Malenkov; 


published in 1953, to provide a “provisional 
survey” of the activities of Communist 
parties in the seven years following Stalin’s 
death, and it says much for the earlier 
volume that he has not found it necessary 
to make any substantial changes in the 
main body of the work. 

It is on communism as a revolutionary 
movement, not as a philosophy or a con- 
spiracy, that Professor Seton-Watson con- 
centrates his attention; to this subject his 
wide-ranging interests and historical train- 
ing add a depth and balance that are, as a 
rule, conspicuously absent from works in- 


` tended to instruct the reader in the nature 


and purposes of communism. The balance 
is, moreover, anchored by his acute con- 
sciousness of those aspects of Western 
society which provide Communist propa- 
gandists with so much of’ their material. 
“London landladies who refuse lodgings to 
African students are worth a company of 
troops to Khrushchev.” On the larger 
scale; too, the Communist policy of “ex- 
ploiting the contradictions in the capitalist 
camp” receives uncovenanted reinforce- 
ments from Western actions. The growth 
of anti-Western nationalism represents for 
the Communists the principal contradic- 
tion, and it is as allies or potential allies 
against the West that nationalist move- 
ments are encouraged, regardless of the 
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position of Communists in the countries 
concerned. In this respect, there has been 
a radical change in Communist attitudes. 
“Bourgeois nationalist” governments are 
now welcomed into “the camp of peace”— 
Mr. Nehru is no longer a stooge of British 
imperialism, Colonel Nasser no longer a 
reactionary. 

The two new chapters cover Khrush- 
chev’s rise to power, the thaw, the crises in 
Poland and Hungary, and the ups and 
downs of Soviet-Yugoslav relations. Out- 
side the Communist bloc, these years saw 
the expansion of Soviet influence in the 
Middle East and Communist gains in Asia. 
The treatment of these and other events is 
necessarily brief, and makes no claim to 
considered analysis, but Professor Seton- 
Watson has the ability to simplify without 
vulgarizing, and he has a vivid grasp of the 
realities of power. For anticommunism at 
a serious level, his book rates high. 

Jane DEGRAS 

Royal Institute of 

International Affairs 

London 


ROBERT LATOUCHE. . The Birth of Western 
Economy: Economic Aspects of the 
Dark Ages. Pp. xviii, 341. New York: 
Barnes & Noble, 1961. $7.50. 


Perhaps the most striking witness to the 
relation between history and culture today 
is the tendency for history to become tele- 
scoped as man’s conquest of space shrinks 
the globe. The multiple contacts between 
different regions of the contemporary 
world, at various stages of economic or- 
ganization, that have wrought havoc with 
old mechanical theories of economic growth 
are bound quite clearly to undermine the 
static historical formulations of ancient, 
medieval, and modern. More and more we 
read of the medieval period as another 
“frontier era” or an “undeveloped econ- 
omy” rather than as the erstwhile antiquari- 
an’s timepiece. In the present volume, 
embracing one thousand years of European 
history, we find the importance of the 
trauma at the birth of the economy of 
western Europe seriously recognized. 
Rapid strides can now be made in a new 
history of this period only because a 


-turies. 
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foundation has been well laid over the past 
two generations. It is its appreciation of 
this foundation that makes this book of 
first importance. 

Upon his retirement after some fifty 
years of writing and teaching in medieval 
social and economic history, Robert La- 
touche has bequeathed to us in this volume 
the accumulated knowledge and insights of 
his long experience. The book is pre- 
sented in four parts: the late Roman Em- 
pire, the Merovingian era, the Carolingian 
period, and the tenth and eleventh cen- 
This study is unified by several 
themes, some of these well in advance of 
our common textbook interpretations, run-. 
ning through the four periods. One ad- 
vanced theme is Latouche’s emphasis upon 
the peasant-family farm unity as persisting 
and finally growing throughout the four 
periods, despite Roman villas, domainal 
organization, and the rise of the seigneury. 
Latouche bases this argument upon a 
number of points now long established by 
historians: the individual, rather than com- 
munist, nature of agriculture in the Ger- 
manic village, the impossibility of efficient 
slave labor without extensive supervision 
and coercion, and the inevitable individual- 
ism of a frontier economy. It is high 
time that this thousand-year struggle for 
freedom be given due place in the history 
of our civilization. 

- Other themes are more or less familiar: 
currency and’ coinage, the harnessing of 
nonhuman power with the spread of the 
windmill, the horse, and the plough; the 
important chapter recently added to the his- 
tory of the town by studies of the valley of 
the Rhine; and a most fascinating study of 
the Scandinavian invasions not only as the 
incorporation of a seafaring people into the 
European ,community, but also as the dis- 
covery of the sea by the European con- 
tinent, F 

The paradoxical position of the church 
in this new economy suggests that the re- 
cent questioning of Weber’s thesis on re- 
ligion and the rise of capitalism might well 
begin with a historical study of religion 
and the rise of commerce. 

This is not a textbook, Latouche informs 
us, but it would be difficult to find a text- 


book written with more authority or so 
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well accompanied with a disciplined system 
of references. Finally, Mr. Wilkinson must 
be congratulated for capturing admirably 
in his translation the free sweeping style 
of the author. 
J. A. Rarris 

Professor of Mediaeval History 

Institute of Mediaeval Studies 

Toronto 


AMERICAN GOVERNMENT 
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Joun SamueL EzeLL. Fortunes Merry 
Wheel: The Lottery in America. Pp. 
viii, 331. Cambridge, Mass.: Harvard 
University Press, 1960. $6.75. 


It is probably news to the Harlem policy 
writer, that modest partner in what is gen- 
erally called the numbers racket, that a 
book has been written in his field. Though 
it goes back briefly to the days of Greece 
and Rome, the great bulk of Fortune’s 
Merry Wheel is devoted, with earnest and 
loving care, to the history of the lottery 
in our own land. This is a tale about the 
Goddess of Chance and her strenuous at- 
tempts at respectability. She tried again 
and again to legalize her conduct and avoid 
prosecution by her censorious neighbors. 
.When she was young, it certainly seemed 
that she would succeed. Colonial America 
officially authorized many a lottery. The 
government of Connecticut, for example, 
sanctioned one in 1747 on behalf of housing 
at Yale; Massachusetts, one in 1761 to aid 
the rebuilding of Faneuil Hall; New Jersey, 
one in 1765 to straighten the road from 
New York to Philadelphia. During the 
Revolution the new governments also 
looked to the lottery for help. And few 
states ignored it when the needs of the 
new nation multiplied. To accommodate 
American growth, all sorts of internal im- 
provements were required including canals, 
bridges, and roads; the lottery was one of 
the popular ways of paying for them. Be- 
tween 1790 and 1860, twenty-four states 


out of thirty-three backed lotteries for such 


causes. Public approval was plain. 
The lottery also acquired merit by aid- 
ing churches and schools. Some two hun- 
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dred church groups—that is, denominations 
and sects—were allowed to sponsor lot- 
teries. To the irritated opponents of 
gambling, the churches replied that they 
were doing God’s work and that the end 
justified the means. The identical argu- 
ments used before state legislatures today 
to justify bingo were advanced over a 
century ago for lotteries. The ante bellum 
lottery relished association with the schools 
just as much as with the churches. In the 
decades before the Civil War, forty-seven 
colleges and some three hundred schools 
were made the beneficiaries of authorized 
lotteries. When these lotteries went well, 
everyone congratulated everyone else. But 
they did not always do so, and sometimes 
the failures attracted a large amount of 
attention. As time passed, public opinion 
about them began to change. 

The public had been generally tolerant 
during the eighteenth century. It was 
thereafter that opinion started to divide. 
The success of the lotteries in the early 
nineteenth century made their advocates all 
the more vociferous. The well-publicized, 
if loose, alliance with religion and educa- 
tion also added to the number of the lot- 
tery’s adherents. However, it was hard to 
forget that the lottery managers were in- 
terested in their private profit and that 
roads, churches, and schools came second 
to that. Then too, as the lotteries became 
more lucrative their managers became more 
powerful. Some were found to have bribed 
public officials; some were discovered to 
have rigged their schemes. The gimleteyed 
gamblers and shady businessmen of the 
frock-coat era moved into the lotteries; the 
respectable lottery brokers moved out. All 
this the opponents of the lottery saw with 
rising indignation. They determined to 
stamp out the evil. The rest of the story 
of the lottery in America is that of a bitter 
fight between advocates and opponents. 

The fight still seesaws. Before the Civil 
War the growing forces of reform helped 
to put the lottery down. After the war, in 
the callous Age of Grant, the lottery re- 
vived and prospered. It reached its ulti- 
mate in the so-called “Louisiana Lottery.” 
Started after the war, it was finally stopped 
by federal regulation in 1903. In between, 
it was the biggest, richest, and most cor- 
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rupt of all lottery schemes. Mr. Ezell is 
at his best in tracing its fantastic course. 
For a few decades after the Louisiana 
scandal, lotteries were just about dead. 
Today the lottery has come to life again. 
The Catholic Church approves of it in the 
form of bingo. So do the many veterans’ 
groups which use bingo for fund-raising. 
They argue that man is a gambling animal 
and that his gambling might as well be for 
a good cause. The numbers racket, though 
illegal, flourishes, 
neighborhoods. 
from finished. 

Its tale has been told by Mr. Ezell with 
such care and thoroughness that it will 
surely not need to be told again. He has 
brought together a great deal of scattered 
material; the result is a book packed with 
information. There are, indeed, so many 
facts that they exhaust the reader. That 
is one aspect of the only major criticism 
which can be made of the book. We would 
be willing to believe Mr. Ezell even if he 
failed to support all he says with item 
after item of evidence. Though the facts 
should have been fewer, their significance 
should have been explained at greater 
length. That is the other aspect of the 
only major criticism of the book. The 
most important elements in the story of 
the lottery should have been emphasized 
more. The relation of the lottery to the 
changing American environment should 
have been: described in depth. Notwith- 
standing, Mr. Ezell has made a substantial 
contribution to the study of American 
culture. 


The lottery idea seems far 


CARL BODE 
Professor of English 
University of Maryland 


GEoRGE M. Foster. Culture and Con- 
quest: America’s Spanish Heritage. 
(Viking Fund Publications in Anthro- 
pology, Number 27.) Pp. ix, 272. Chi- 
cago: Quadrangle Books, 1960. $6.00. 


For a generation or more, acculturation 


studies have proliferated on many fronts” 
Now the : 


and from many perspectives. 
study takes on the aspect of a science 
with its quota of theories and laws—that 
China absorbs its conquerors; that when 


especially in colored. 
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two cultures are neighbor, the higher will 
contribute more than it takes; that culture 
traits are not always accepted on their 
intrinsic merits, but because they fit into a 
complex. Ethnologists find acculturation 
a factor that must be taken into account in 
any effort to reconstruct an anterior cul- 
ture; it often helps in understanding an 
existing society. 

A favorite hunting ground of the accul- 
turationists has been the Western Hemi- 
sphere, sometimes as related to the Amer- 
icanization of immigrants, less often to the 
adaptation made by the Negroes brought 
in. as slaves, but in far larger volume to 
the examination of what happened to the 
culture of the Indians. In Culture and 
Conquest, George M. Foster looks at the 
whole scene of the Spanish conquest in 
America and the acculturation it produced. 
In important contrast to scholars who pre- 
ceded him, he has tried to learn who the 
Spanish culture bearers were and what, in 
detail, they had to offer. He went to many 
of the least modernized towns and villages 
of Spain and, by asking and watching, 
amassed an imposing quantity of data, ap- 
propriately diversified for the many king- 
doms and subkingdoms. 

With these local catalogues in hand, he 
is in position to say which of several Span- 
ish types found acceptance in Spanish 
America, Usually, it would appear, it was. 
the same from Mexico to Chile. In agri- . 
culture it was the plow of Andalusia and 
Extremadura and the horn yoke rather than 
the neck yoke of northern Spain. Fishing 
nets- and the names for them reflect 
Andalusia, not Galicia or Catalonia. In 
arts and crafts, southern and western Spain 
contributed most. The compadrazgo of 
America seems to derive from Andalusia, 
and such North Spanish traits as bachelors’ 
societies, wedding horseplay, funeral orgies, 
and paid mourners are absent. 

Many of the more colorful religious prac- 
tices did not migrate to America—the pig 
of St. Anthony, the Candlemas forte, the 
festivities of Santa Agueda, Ja maya, burial 
of the “sardine,” and devil dancers in the 
church. Some of these customs belong to 
northern Spain; but Foster sees the real 
reason in a deliberate policy by the clergy 
to withhold these fringe practices and give 
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Spanish America a purer sét much more 
relevant to the approved dogma. 

In other traits, including speech, Anda- 
lusia and Extremadura fixed their influence 


jn considerably larger proportion than their. 


numbers among the emigrant Spaniards. 
Foster’s explanation is “cultural crystal- 
- lization.” In the age of the conquest, these 
southern Spaniards did predominate. Their 
cultural imports gained hold, and in ac- 
cordance with what may be called “Foster’s 
Law” the later arrivals, Basques, Catalans, 
and Castilians, could not be so influential. 

Foster’s language suggests similar crys- 
tallization into the vocabulary of ethnology 
and sociology. Historians and others will 
do well to note the significant implications 
of the new data that he has collected and 
put to use. t 

-Jonn W. CAUGHEY` 

Professor of American History 

University of California 

Los Angeles 


_Jacx D. Forses. Apache, Navaho, and 
Spaniard. Pp. xxvi, 304. Norman: Uni- 
versity of Oklahoma Press, 1960. $5.95. 


When the Americans first came to the 
. Southwest, they encountered the Apaches, 
who lived largely by raiding and kept the 
army busy until the surrender of Geronimo 
in 1886. It has been uncritically assumed, 
even by historians, that these wild people, 


` who could strike terror and fade into the 


rocks today and reappear sixty miles away 
on the other side of the mountains tomor- 
row, had been late comers to that area, 
making depredations on the settled Pueblos 
until the arrival of the protecting Spanish. 

This scholarly book by Dr. Forbes fills 
a blank in the history of this region and 
completely reverses these assumptions. It 
traces the impact of the northern Spanish 
frontier upon the southern Athapascans— 
Apaches and Navahos—and incidentally 
upon the other Indian tribes of the area 
from the advance of Coronado in 1540 to 
the reoccupation of New Mexico in 1698 
after the great Southwestern Revolt. 

By using the findings of ethnologists, 
Dr. Forbes shows that the Athapascans 
probably occupied the Southwest before the 
Pueblos settled there. By extensive re- 
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search in the archives of Spain and Mexico, 


‘in the Spanish collections at the universi- 


ties of Texas and New Mexico, and in a 
great number of published documents, he 
proves conclusively that the two groups had 
healthy commercial relations before the 
Spanish intrusion. The Apaches—including 
the Navahos—had developed an adequate 
economic adjustment to their environment, 
whether on the buffalo plains or in the 
mountain valleys, and all the Indians of the 
region maintained a normal balance of 
peaceable and hostile intercourse. It was 
Spanish atrocities and not Apache raids 
that caused the decline of the Pueblos. 
Then Spanish slaving expeditions aroused 
the hostility of the Apaches, and all joined 
in the revolt of 1680. 

When the Spanish finally re-established 
their control over the settled Indians, they 
enforced a separation. These conquered 
people had no choice but to join the cam- 
paigns against the Apaches, and the 
Apaches were driven into a raiding exist- 
ence. Although Dr. Forbes closes his ac- 
count with 1698, the pattern of the suc- 
ceeding two centuries had been established. 


- The situation the Americans found when 


they entered the area can be understood 
only in the light of these events. 

Dr. Forbes’s book is a masterpiece of 
comprehensive research and sound interpre- 
tation. It is thoroughly documented and 
has an accurate Index. The maps are 
inadequate, and the literary style makes 
difficult reading, but it is well worth the 
effort. 

ANGIE DEBO 

. Marshall 

Oklahoma 


Aran Conway (Ed.). The Welsh in 
America: Letters from the Immigrants. 
Pp. 341. ` Minneapolis: University of 
Minnesota Press, 1961. $6.00. 

Welsh immigration to the United States, 
for simple arithmetical reasons, has not at- 


- tracted the attention given to migration 


from other parts of the British Isles. All 
the more welcome is this anthology from 
Welsh immigrant letters of the nineteenth 
century through which Mr. Alan Conway, 
of the University College of Wales, 
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Aberystwyth, has skillfully conveyed some- 
thing of the distinctive character of the 
migrations. Most of the letters are trans- 
lated from Welsh—at once the natural 
medium for communication with friends 
and relatives at home and the symbol of a 
cherished social, religious, and cultural 
heritage which many Welsh migrants fought 
hard to transplant and preserve. The 
letters tell the story of fulfillment or 


frustration in the early stages of settlement, - 


varying according to region, period, and 
individual temperament; fair samples are 
given of all the variants. It seems a pity, 
however, to have excluded the much thin- 
ner stream of correspondence surviving 
from earlier migrations, back to the seven- 
teenth century: it would have provided 
many interesting points of comparison and 
contrast. ; 

The task of editing and translating has 
been a formidable one: first the selection, 
from a mountain of correspondence, of 
those letters which best represent life in 
the different areas and periods of settlement 
into which Mr. Conway has neatly sub- 
divided his theme; then the wielding of the 
blue pencil in the letters themselves. It is 
here that doubts arise. What appear as 
continuous letters are sometimes mere 
things of shreds and patches, with no in- 
dication of where cuts have been made. 
The editor has also—in his own words— 
“rephrased” passages, whether in transcrib- 
ing clumsy English or in translating ‘un- 
schooled Welsh, “to bring out what the 
writers were seemingly trying to say rather 
than what they were actually saying.” 
Many readers might prefer to know what 
was actually said—verbatim or in literal 
translation—and to form their own judg- 
ments on what was meant, especially where 
a sampling of the original throws doubt on 
the editorial gloss. At the best what is 
gained in grammar is often lost in vividness 
and individuality; at the worst, editorial 
conjecture does duty for direct quotation— 
as when “a marauder” who despoils the 
writer’s stock is identified in translation 
as “wolves” (p. 56). But Mr. Conway 
is no doubt right in claiming that these 
liberties with the text have not destroyed 
“the basic value of the letters to historians 
of emigration”; on the contrary, he has 
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made a valuable and very readable con- 
tribution to the subject. 
A. H. Dopp 
Professor Emeritus of History 
University of Wales 
Visiting Professor of History 
University of Kansas 


Morey Avyearst. The British West In- 
dies: The Search for Self-Government. 
Pp. 258. New York: New York Uni- 
versity Press, 1960. $5.00. 


Davin LowENTHAL (Ed.). The West In- 
dies Federation: Perspectives on a New 
Nation. Pp. viii, 142. New York: 
Columbia University Press in co-opera- 
tion with The American Geographical 
Society and ‘Carleton University, 1961. 
$3.00. 


Dr. Ayearst’s opus is a dynamic descrip- 
tion of the West Indies Federation. It 
outlines all the problems, or at least all 
the relevant political problems, that the 
federating process has brought to the fore. 
The author also outlines the chances and 
the possibilities of solutions for the prob- 
lems—and the strength, weakness, indif- 
ference, ardor, and enthusiasm of West 
Indian political leaders, ` 

Proceeding with order: the book is ` 
opened by a brief factual description of 
the physical nature of the Federation and 
by a chapter on the West Indian Govern- 
ment, from the old Representative Period 
to the Crown Colony system. This is an 
elaborate and well-written historical essay 
which does much to introduce and sustain 
the lofty tone of the book.. In fact, the 
author, by entitling it “A General Survey,” 
has been guilty of excessive modesty. It 
is a first-rate historical synthesis, well con- 
ceived, well documented, and well written. 

What makes the West Indies so fascinat- 
ing is the constant pluralism of its fea- 
tures: a variety of cultures and races, with 
different histories and varying degrees of 
civilization, all trying to develop, at the 
same time, individuality and a Federal - 
unity, Hence different problems, different 
pasts, different visions for the future, all 
held together in the past by the British rule, 
are now being united by the development 
of a sense of nationality transcending the 
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insularism and the particularism of each 
composing unit. J think that the first 
chapter of this book, in its impressive and 
rich sobriety, is one of the best statements 
in existence of ‘this polymorphic and in- 
triguing phenomenon. 

The chapter on the “Problems of the 
Area” gives a sound list of economic and 
social problems. It is a trait of the West 
Indies that . problems. exist there which 
exist anywhere else, but are made more 
complex by particularism, so that it seems 
hard at first to find any pattern of gen- 
` eralization. The author once more has 
found the way to convey much in little 
space and in elegant prose. The constitu- 
tional development of the islands and the 
mainland colonies is carefully recorded, 
and then a chapter on British Colonial 
policies and their implementation once more 
arrests our attention. Not only does it de- 
scribe and document the main features of 
the British rule in the Colonies, but it ex- 
presses a number of most interesting ideas 
on colonialism—for example, on the na- 
ture and functions of Colonial officials and 
on the slow rise of the West Indians in the 
administration—in a historical mood that 
. brings to our mind some of the best of the 
English writings on this theme. The rest 
of the book is given to constitutions, ad- 
ministration, parties, politics, and politi- 
cians and, finally, to the Federation and its 
problems. 

The book has one paramount virtue: it 
is readable. The author, the jacket tells 
us, spent nine months in the West Indies, 
and only he knows how long he has spent 
gathering bibliographical material else- 
where. While documentation and intense 
hard work are obvious, there is no sense 
of fatigue, of midnight oil, of workroom 
mustiness. It is a complete, well-written 
book, scholarly, sober, and lofty and car- 
ries in itself an unmistakable West Indian 
flavor. As I feel that the book is going 
to go through other editions, I venture to 
suggest a more intense proofreading, as 
there are a number of typographical errors. 

The West Indies Federation, edited by 
David Lowenthal, is a more modest book. 
Subtitled Perspectives on a New Nation, 
it is a symposium consisting of papers by 
H. W. Springer, on the problems. and pros- 
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pects of the new Nation; by Gordon Mer- 
rill, on the survival of the past; by Douglas 
G. Anglin, on the political development 
and concluding with a paper by the editor 
on the sociological background. The book 
contains the necessary statistical tables and 
a selected reading list. 

This book, whose essential text is ninety- 
six pages, well deserves the attention of 
specialist and generalist alike. Each paper 
well fulfills its task, and is characterized 
by clarity, competency, readability, and 
unpretentiousness. 

RENZO SERENO 

Professor of Political Theory 

and Cultural Relations 
School of Advanced International Studies 
Johns Hopkins University 


Rosert W. Focer. The Union Pacific 

Railroad: A Case in Premature Enter- 
_ prise. Pp. ix, 129. (The Johns Hopkins 

University Studies in Historical and 

Political Science, Series LXXVIII, No. 

2.) Baltimore: Johns Hopkins Uni- 

versity Press, 1960. $3.50. 

An event as colorful and important as 
the building of the first railroad from the 
Mississippi Valley to the Pacific Coast in- 
evitably creates a mythology. Aside from 
some contemporary journalistic discussion, 
the main outlines of the mythological pic- 
ture of the Union Pacific’s construction 
were drawn from the report of the Wilson 
Committee of the House of Representatives 
in 1874. This report indicated that private 
promoters, at no risk to themselves, had 
made over $40 million in profit on an 
operation that cost $50 million. 

Robert W. Fogel first demolishes the 
Wilson Report’s facts and figures. He 
shows that the promoter-contractors ran 
two considerable risks: first, that the road 
could not be constructed at all on the 


‘basis of the federal land grant and loan, 


and, second, that if finished it could not pay 
dividends on its stock. - Certainly, the risks 
seemed great enough to the investing public 
to make even the first mortgage bonds un- 
saleable at fifty cents on the dollar before 
mid-1867. Professor Fogel also shows that 
the true cost of construction was nearly 
$60 million, and that the promoters made 
a profit of about $16.5 million only because 
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they held on‘to the mortgage bonds and 
the stock until they had risen on the mar- 
ket. Contemporaries as rigid in their ethics 
as Charles Francis Adams, Jr. and John 
Murray Forbes thought the promoters, 
including Oakes Ames, had done a good 
job. 

Having shown that under the operations 
of free-market capitalism, the result was 
all that could be expected, Professor Fogel 
raises the provocative question of whether 
such a “premature enterprise” should not 
have been carried out by the government. 
This idea had often been advocated in the 
long debates in Congress. Henry V. Pruyn 
of the New York Central had argued in 
1865 that the government should revoke 
the charter and build the road itself. 
Under the circumstances, only the govern- 
ment could raise funds economically. The 
objection to government enterprise could 
have been met, Professor Fogel points out, 
by selling the. Union Pacific to private 
individuals shortly after the road was 
completed. 

The theses are well argued, and they 
should have a considerable impact on 
American historiography. The unsatisfying 
aspect of the book is its brevity. The his- 
torian, perhaps in contrast to the econo- 
mist, would like more detail on the bond 
and stock transactions and on the re- 
turns from traffic before completion in 
1869—more, that is, on the history of the 
situation. f 
Tuomas C. COCHRAN 
University of Pennsylvania 


Hersert WECHSLER. Principles, Politics, 
and Fundamental Law: Selected Essays. 
Pp. xvi, 171. Cambridge, Mass.: Har- 
vard University Press, 1961. $4.25. 

- This little book reprints four brilliant 
essays by one of the most profound 
scholars of modern constitutional law. 
Since Professor Wechsler’s writings have 
not become well known to those who do 
not read Jaw reviews, it is a happy publish- 
ing venture which brings these samples of 
his work within hard covers. 

The first essay, “Toward Neutral Prin- 
ciples of Constitutional Law,” begins with 
a discussion of the basis of judicial review. 
Professor Wechsler demonstrates why he 
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has “not the slightest doubt respecting the 
legitimacy of judicial review.” Next, he 
deals with the standards which should gov- 
ern courts in constitutional review. Here 
he argues that courts, unlike politicians, 
cannot fulfill their task by mere ad hoc 
decisions designed to achieve the result 
thought desirable in a particular case. In- 
stead, judicial decisions on constitutional 
issues are obliged to be “entirely principled.” 
That is, they must rest on “reasons that in 
their generality and their neutrality tran- 
scend any immediate result that is in- 
volved.” Finally, he discusses some areas 
of decision.in which he concludes that the 
Supreme Court had not met his standards of 
“principled” decisions. The most provoca- 
tive and controversial portion of the essay 
is that in which he expresses his inability 
to discover a basis in neutral principles” 
of the Court’s opinion in the segregated 
schools case, Brown v. Board of Education, 
347 U. S. 483 (1954): “Given a situation 
where the state must practically choose be- 
tween denying the association to those indi- 
viduals who wish it or imposing it on those 
who would avoid it, is there a basis in 
neutral principles for holding that the Con- 
stitution demands that the claims for asso- 
ciation should prevail? I should like to 
think there is, but I confess that I have 
not yet written the opinion.” This chal- 
lenge has already given rise to an exten- 
sive literature of comment on Professor 
Wechsler’s essay. Attention of readers is 
called to the two most recent articles in 
which the earlier works are cited: Henkin, 
Some Reflections on Current Constitutional 
Controversy, 109 U. of Pa. L. Rev. 637 
(1961); and Heyman, The Chief Justice, 
Racial Segregation, and The Friendly 
Critics, 49 Calif. L. Rev. 104 (1961). 
The second essay, “The Political Safe- 
guards of Federalism,” demonstrates that 
the courts have not had the crucial role in 
maintaining our federal system, and par- 
ticularly in protecting the states against 
national domination. The very existence 
of the states with general governmental. 
competence and, more importantly, the role 
of the states in the composition and selec- 
tion of the central government, have been 
the decisive factors. The result is that, en- 
tirely apart from the role of the courts, the. 
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inherent tendency of our system is the 
reverse of expansionist, necessitating the 
widest support before measures can be 
passed which intrude significantly into state 
interests. 

The third essay, “Mr. Justice Stone and 
the Constitution,” was written shortly after 
the death of Chief Justice Stone, and pro- 
vides a useful and instructive opportunity 
to recall how the constitutional crisis of the 
1930’s was resolved in the opinions of the 
early 1940's. . 

The fourth essay, “The Issues of the 
Nuremberg Trial,” shows that concern for 
neutrality and generality of principle under- 

lay the conduct of that famous trial. 

‘ EDWARD L. BARRETT, JR. 
Professor of Law 

University of California 

Berkeley 


Joun P. Dawson. A History of Lay 
Judges. Pp. viii, 310. Cambridge, 
Mass.: Harvard University Press, 1960. 
$6.50. 

There is ample evidence, ranging from 
the observations of cultural anthropologists 


to the trials of the United Nations, that ` 


the development of machinery for the set- 
tlement of disputes is a primary step in the 
evolution of any political society. A com- 
munity’s conception of the prerequisites 
for public order eventually becomes a sys- 
tem for the administration of justice. But 
what is the best device for the determina- 
tion of right and wrong? Judicial systems 
differ sharply and widely—their ante- 
cedents are either ignored or dangerously 
oversimplified. 

Professor Dawson makes an important 
„contribution not only to legal history, but 
to the analysis of legal institutions and of 
the relationship of the administration of 
justice to political institutions. The focus 
of his discussion is the fate of lay judges 
in three countries, France, Germany, and 
England. The substance of his argument 
is that the preferment of lay judges in 
- England was the result mainly of a need to 
economize on the time of professional 
judges, while in France the professional 
judge was an indispensable instrument for 
the building of central government power. 
The German experience is presented in the 
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same context, primarily to add support to 
the author’s thesis that the more secure the 
government the more likely that it would 
place its reliance in lay judges and would 
permit de facto decentralization of law 
enforcement. l 

The author’s conclusion that “the ‘rule’ 
of the common law was a pale abstraction 
about which it is easy to romanticize” (p. 
285) may come as something of a shock 
to those who have accepted the conven- 
tional teaching, which sees in the common 
law an important—perhaps the important— 
nationalizing force in the early history of 
England. . His documentation, however, 
amply supports his case. 

The reviewer happened to read this 
volume just as he and some of his students 
were engaged in a discussion of Calaman- 
drei’s seminal book Procedure and Democ- 
racy. In this context, especially, Professor 
Dawson’s detailed discussion of the role of 
lay judges seemed strikingly apropos—and 
highly provocative. Its implications, I 
submit, far exceed the limitations of its 
title. 

Francis H. HELLER 

Professor of Political Science 

and Associate Dean 
College of Liberal Arts and Sciences 
University of Kansas 


GLENDON SCHUBERT. The Public Interest: 
A Critique of the Theory of a Political 
Concept. Pp. x, 244. Glencoe, IIL: 
Free Press, 1960. $5.00, _ 

This ingenious volume is a study of the 
concept of public interest, as it is inter- 


` preted by contemporary American political 


scientists. Mr. Schubert wanted to find 
out whether this concept provided any 
guidance to policy-makers or to scholars 
who try to define what is meant by respon- 
sibility in the divided government of a 
democracy. What he found instead was a 
cacophony. Out of the chaos of interpreta- 
tions, he has built three theories: the ra- 
tionalist theory, which envisages a political 
system in which all the norms are given— 
that is, in which the “common values” of 
the people, or the will of the majority, 
defines those norms, which the various 
agents of government must then apply as 
automatically as possible; the idealist 


182 


theory, which distrusts the norms provided 
by the electorate and-wants to give to each 
agent broad discretionary power to clarify, 
complete, and perfect those norms; and the 
realist theory, which states that the norms 
are ambiguous and conflicting, and that 
consequently the function of public officials 
is to mediate. Mr. Schubert examines what 
political scientists of each group have to 
say about the role of what he calls the 
constituency—that is, the public, the po- 
litical parties, and the interest groups—of 
Congress, of the Presidency, of the Ad- 
ministration, including independent regu- 
latory agencies, and of the Judiciary. He 
does it with sharpness and wit, if also with 
excessive fondness for a bewildering va- 
riety of labels. . : 

Mr. Schubert is at his best when he 
demolishes the views of the rationalists 
and of the idealists, particularly when he 
criticizes the two rationalist models of the 
Presidency—the ‘strong President following 
the “will of the people” and a Presidency 
analogous to the theory of the British Cab- 
inet; when he reviews the rationalist and 
idealist conceptions of Administration— 
Herbert Simon’s rationalist idea of value- 
free robots, or the partisans of administra- 
tive engineering or of a professional bu- 
reaucracy, whom he classifies among the 
idealists; and when he shows both Pound’s 
sociological jurisprudence and Kelsen’s 
pure theory of law fit in idealist theory. 
As for realist theory, Mr. Schubert distin- 
guishes three versions: the Bentlian ver- 
sion, which he dismisses as too mechanistic 
and too crude; psychological realism; and 
his own favorite brand, which he calls “due- 
process” realism. Bentlian and psychologi- 
cal realists do not pretend to prescribe how 
officials should behave on the basis of an 
a priori definition of the public interest; 
they try to describe how officials do behave. 
Mr. Schubert’s due-process realism, which 
also rejects the idea that there is a public 
interest déefined either by majority will or 
by some higher law—or public philosophy 
—and starts from a general realist analysis 
of how groups actually compete, neverthe- 
less does prescribe how officials ought to 
behave by giving full consideration to all 
groups. 


Mr. Schubert himself points out that 
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such a theory fits only evolutionary 
decision-making processes and “slants the 
scales of judgment in favor of the status 
quo.” There is an underlying postulate, 
which he does not spell out sufficiently— 
the assumption that conflicts of interests 
can be reconciled and that the public in- 
terest is the compromise or the consensus 
which results from such mediation. Mr. 
Schubert ends by dismissing the concept 
of public interest, altogether; but it is not 
clear whether he rejects it because the 
various theories conflict at almost- every 
point or because he finds that none of 
the theories gives sufficient guidance to 
decision-makers. The latter is certainly 
true, but the very realism which the author ` 
endorses should have made it obvious that 
decision-makers will never be able to solve 
their problems by following any formula 
at all: this is not a sufficient reason for 
scholars to dismiss the concept, whereas the 
former group of reasons might provide a 
better one. Even so, political philosophers 
would still have to examine why a concept 
which makes so little “operational sense” 
is seemingly unavoidable in political life. 
Like its cousin, the general will, or the 
notions of state or sovereignty, the concept 
of public interest has a perverse and fasci- 
nating way of surviving the autopsies which 
logical or behavioral positivists inflict 
upon it. 
STANLEY HOFFMAN 
Associate Professor of Government 
Harvard University 


A. D. NEALE. The Antitrust Laws of the 
United States of America: A Study of 
Competition Enforced by Law. (Na- 
tional Institute of Economic and Social 
Research, Economic and Social Studies, 
XIX.) Pp. xvi, 516. New York: Cam- 
bridge University Press, 1960. $7.50. 
Here a noted British civil servant tells 

all about America’s most famous regulatory 

law. The book seems truly remarkable. 

It was intended as an exposition of our 

Sherman Antitrust Act and cases for Brit- 

ish businessmen and lawyers; it turns out 

to be at least as useful for their American 
opposite numbers. So in his Foreword the 
antitrust expert, Abe Fortas, says that he 
knows of “no other single volume which 
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covers the entire field of. antitrust so com- 
prehensively and so well.” High praise 
indeed, but amply justified! Mr. Neale 
spent much time in research and investiga- 
tion in Washington in 1952 as a Common- 
wealth Fellow. Obviously he put this to 
‘good use; for he appears to understand 
their favorite trust-busting measure better 
than do most Americans. 

The first and major part of the book is 
devoted to an exegesis of existing law, 
covering not merely the Sherman Act, but 
` also the interrelated Clayton, Robinson- 
Patman, and Celler-Kefauver Acts, includ- 
ing the topics of price fixing, resale price 
maintenance, price discrimination, monopo- 
listic practices, and patents and interna- 
tional cartels, with special attention to 
problems of law administration and the 
choice of remedies, civil and criminal. In 
the main, this is a careful lawyerlike analy- 
sis of judicial precedents, skillfully per- 
formed without wasted words. Late cases, 
since about the middle 1950’s, are notin- 
cluded; it is impossible to keep careful 
legal writing completely up to date. The 
author has well absorbed American ways 
of legal thinking; perhaps we can detect a 
trace of customary British denigration of 
our law materials in his refusal to add cita- 
tions to the cases he discusses. 
is,a minor fault, at most, since the prec- 
edents are easily traced in our many 
digests. 

Of more interest to the general reader is 
Part II, entitled “Antitrust Assessed,” con- 
_ taining a chapter on “Antitrust as an 
American Policy,” and the final chapter on 
“Antitrust for Export?” Here the author 
develops the interesting idea that the main- 
spring of our policy is less the desire to pro- 
mote free competition and remove trade re- 
straints than it is a “distrust of all sources 
of unchecked power.” So he finds an 
- ambivalence of attitude in that Americans 
“tend to take a romantic view of the 
achievements and efficiency of largé indus- 
trial organizations even while they take a 
suspicious view of their power.” This con- 
ception is hardly one for export, at least 
to Britain, for there possession of power 
“arouses a much lesser degree of anxiety,” 
and the emphasis is much more “on the 
use of power.” So Britain is prepared to 


But this ` 
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accept not so much our broad inclusive 
policy as a series of specific prohibitions 
of restrictive practices, outlawed in the 
Sherman Act, and now banned in the Brit- 
ish Restrictive Trade Practices Act of 1956. 
CHARLES E. CLARK 

United States Circuit Judge 

New Haven . 

Connecticut 


WALLACE MENDELSON. Justices Black and 
Frankfurter: Conflict in the Court. Pp. 
x, 151. Chicago: University of Chicago 
Press, 1961. $4.00. 

Professor Mendelson’s little book is a 
study of constitutional interpretation con- 
cerned primarily with the present task of 
the Supreme Court or, more properly, with 
the task of the individual justices: to find 
solutions for “Atomic Age problems” 
within the four corners of that eighteenth- 


‘century, document and at the same time 


to retain an adequate degree of consistency 
in the law. This monumental process 
demands from the justices, among other, 
things, the selection of raw material from 
the flow of litigations and the necessary 
legal tools. It involves, also, the philoso- 
phy of the judges and their individual 
approaches to the judicial processes. 

Professor Mendelson confines his investi- 
gation largely to the latter factor, drawing 
heavily upon the contributions of Justice 
Frankfurter, representative of the’ “humili- 
tarians, the pragamatists,” and of Justice 
Black, an activist and representative of 
those who profess to “see great visions 
and feel compelled to embed them in the 
law.” “The purpose of this little book,” 
says the author, “is.to explore the nature 
of the judge’s job. If the emphasis is upon 
the- work of Justices Black and Frankfurter 
that is not because they must be accepted 
as ‘heroes.’ It is rather that they repre- 
sent with uncommon ability two great, if 
differing, traditions in American juris- 
prudence.” 

This is, in short, a study of judicial self- 
restraint—or of the absence of it. It re- 
views convincingly Justice Black’s attempts 
to establish justice for the “underdog.” In 
pursuit of his ideals, Justice Black may 
well see the law as “simply a tool to be 
manipulated in accordance with the judge’s 
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vision of right and wrong.” With equal 
clarity, -the author presents Justice Frank- 
furter, a recognized activist in his earlier 
days, as a modern expounder of the doc- 
trine of judicial self-restraint, the Court 
spokesman for those- who believe that the 
judicial function “is to preserve a consti- 
tutional balance between the several ele- 
ments in a common enterprise. It main- 
tains the ship, others set the course.” 
Both are presented as liberals, imbued with 
the ideals of social progress and popular 
democracy and dedicated to the principles 
of justice. The one, Justice Black, is 
represented as advocating the theory that 
the function of the judiciary is to do 
justice, even if that means imposing 


“Justice upon all other agencies of govern-. 


ment, indeed upon the community itself.” 
The judicial pronouncements of Justice 
Frankfurter take a less exalted view of the 
Court’s responsibilities. 
reviewed by the author demonstrate the 
Frankfurter concept that the Court is “not 
free to do Justice but bound to do justice 
under law, i.e., in accordance with that 
very special allocation of function and au- 
thority which is the essence of Federalism 
and the Separation of Powers.” 

Professor Mendelson draws his con- 
clusions from a series of cases analyzed 
under the chapter headings “The Separa- 
tion of Powers,” “Democracy,” and “Fed- 
eralism.” Even though neither the case 
analyses nor the conclusions are unique, 
the book has the great merits of clarity 
and precision. The study moves forward 
with easy informality, and it has the fur- 
ther merits of conciseness and personal 
conviction, 

Harotp M. Dorr 
Professor of Political Science 
University of Michigan 


RicHarp: P. LoncaKer. The Presidency 
and Individual Liberties. (Cornell 
Studies in Civil Liberty.) Pp. xii, 239. 
Ithaca, N. Y.: Cornell University Press, 
1961. $4.50. 

Individual liberties are so intimately con- 
nected with the judicial process in the 
public mind that it has become common 
practice to look to that branch of govern- 
ment as their only truly constituted pro- 


The cases here - 
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tector and defender. So deep is this belief 
that there has been created, albeit sub- 
consciously, a corollary conviction: that 
the voice, office, and power of the presi- 
dency are confined and limited to our in- 
volvement in the world outside—where the 
nation’s security and survival are chal-- 
lenged almost daily by a Khrushchev and 
a Castro, by a China and a Laos, by a race 
to put a man into space, and by nuclear 
weapons and rockets with a thrust suffi- 
cient to penetrate deep into the heart of 
the United States. 

To address oneself to The Presidency 
and Individual Liberties, as does Professor 
Richard P. Longaker, seems, on the sur- 
face at least, either to be drawing the pro- 
tection of human rights and freedoms into 
an arena where it does not belong or, 
conversely, to be adding problems beyond 
his scope and competence to the tasks of 
an already overburdened executive. 

Yet if Professor Longaker, in this excel- 
lent little volume, has done nothing more, 
he has at the very least demonstrated that 
“because the President is the: primary 
guardian of security, the real impact of 
constitutional rights has taken place within 
the executive’s domain [for] in a Cold War 
liberty and security are jumbled together.” 


` In short, the evolving aspirations of the 


Negro in the United States, for example, 
have consequences, be they moral, political, 
or social, that are keenly watched in vari- 
ous parts of the world in which we, as a 
nation and a people, are competing for 
leadership and where values and ideology 
are vital stakes in themselves. 
Although Professor Longaker tells us 
that his study deals with “the constitutional 
obligation of the chief executive to protect 
individual liberty,” this must not be taken 
too literally, for he shows a keen aware- 
ness of the extraconstitutional means, as 
well as the moral necessity, for presidential 
leadership in the entire field of civil rights. 
What jis- in fact being examined is a 
dynamic and available means to “invigorate 
the liberating substance of the Constitu- 
tion,” to make more meaningful to us, and 
through us to others beyond our land, the 
“traditional individual liberties” as a mat- 
ter of vital concern in themselves, but 


‘equally vital as a tool in the world com- 
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* New books for Fall, 1961 from 
COLUMBIA UNIVERSITY PRESS 


THE MAKING OF THE GOOD NEIGHBOR POLICY 


By Bryce Wood. The “inside story” of the development of the “good neighbor - 
policy” toward Latin America based on State Department documents not previ- 
ously available to the public. Dr. Wood shows how the policies of noninterven- 
tion and noninterference emerged from the personal experiences of US leaders 
during the period 1926-36 and defines the relationship between government 
policy and private enterprise through 1942. “The study is not only important 
because of the light which it casts on the Castro type of problem but also be- . 
cause it illuminates the general American problem of finding a viable basis for 
relations with lesser allies everywhere.” William T. R. Fox, Institute of War 
and Peace Studies. : : . 

To be published October 16. $7.50 


ROOSEVELT’S FARMER: Claude R. Wickard 
in the New Deal 


‘By Dean Albertson. From 1933 to 1945 Wickard served in the Department of 
Agriculture, and was Secretary throughout the Second World War. Drawing 
heavily on his diary and personal papers, and on interviews with such figures as 
Henry Wallace, Howard Tolley, Frances Perkins, and M. L. Wilson, the author 
has developed an intimate study of the man and the workings of the agency in 
a crucial period. Firsthand information on key cabinet meetings and adminis- 
trative conferences make this an outstanding contribution to understanding the 
Roosevelt presidency. $6.00 


ROBERT JOHN WALKER: A Politician 
from Jackson to Lincoln 


By James P. Shenton. Robert John Walker was “corrupted,” “Jand-mad,” and ` 
“one of the truly great statesmen of the Republic.” By means of this colorful 
biography, Dr. Shenton discusses Walker’s personal interests and the political 
aspects of the Texas Question, the Mexican War, the banking condition, trans- 
continental railroads, the making of new states and creation of federal agencies, 
and the power of presidential advisors over policy making. A valuable study 
of politics and propaganda from Jackson to Lincoln. - 

To be published October 2. ‘ $6.00 


Columbia University Press proudly announces the publication on November 27 
of THE Papers or ALEXANDER HAMILTON, Vols. I & II. Definitive edition. 


Subscription price: $10.00 per volume (entire set); separately: $12.50 each. 


Columbia University Press 
2960 Broadway New York 27, N. Y. 


Kindly mention Tue ANNALS when writing to advertisers 
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Nathan L. Whetten 


GUATEMALA: THE LAND AND THE PEOPLE 


This book describes some of the major sociological aspects of Guatemalan 
society. Mr. Whetten, author of Rural Mexico, analyzes the population in 
relation to the geographic environment; he describes the composition of 
the population, dividing it into two broad ethnie groups: Indian and 
Ladino. There are sections on economic life, household living, family 
organization, education, religion, and local and national government. 
Throughout the book runs the thread of Guatemala’s revolutionary at- 
tempts to displace dictatorship with modern democracy and to improve the 
lot of the common man through various programs of education, land re- 
form, better working conditions, highway construction, and a social secur- 
ity system. Data are drawn from many sources besides the author’s own 
investigation, ineluding statistical material from official censuses and in- 
formation from recent anthropological studies in various parts of the 
country. Nathan L. Whetten is professor of rural sociology and Dean of 
the Graduate School of the Univesity of Connecticut. Yale Caribbean 
Series, Volume 4, 

$6.00 . 


John A. Logan, Jr. 


NO TRANSFER 


An American Security Principle 


One of the oldest and most fundamental principles of American security 
policies is the so-called No Transfer: The United States cannot see with 
indifference the transfer of European colonies in the Western Hemisphere 
to another non-American power. The principle sprang from the same 
strategic concepts as the Monroe Doctrine, and has latterly been incorpo- 
rated into the Doctrine. It antedates Monroe’s message by many years, 
however, and was the original instrument for minimizing European influ- 
ence in the Hemisphere before the independence of Latin America required 
Monroe’s new formulas. The author traces the formulation and applica- 
tion of the principle down to the present time. There are five chapters on 
Cuba, in which he traces the development of attitudes which are currently 
applicable in our policies toward growing Soviet influence in Fidel Castro’s 
regime, John A. Logan, Jr., is President of Hollins College. Yale His- 
torical Publications, Studies 21. 

$6.75 


Yale University Press EES New Haven and London 
Canadian orders: LIE] McGill University Press, Montreal 2 
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petition for the mind and allegiance of man 
everywhere. 

Professor Longaker is conscious of the 
fact that presidential leadership in regard 
to civil liberties creates a task that is 
difficult, and that there is “little likelihood 
of consistent success,” politics being what 
it is. He suggests, however, that the dif- 
ficult takes a little longer and that the 
avoidance of responsibility may cost us 
dearly in everything we hold essential to 
our way of life. But he does not content 
himself with an academic survey and dis- 
course alone. Rather he suggests a number 
of guiding principles—an operating code of 
action—which could “provide the White 
House with momentum and direction” in 
protecting individual liberties. And while 
one might disagree with these principles or 
argue their applicability in the political 
world, one cannot ignore them, especially 
since their aim is to reinforce the point 
that Mr. Justice Brandeis once made: “Our 
government is the potent, omnipresent 
teacher. For good or ill, it teaches the 
whole people by its example.” 

Written in a lucid and smooth syle, en- 
cumbered by a minimum of footnotes, 
provocative and analytical at the same 
time, dealing with a subject that is of criti- 
cal importance to administrators, scholars, 
and intelligent citizens alike, sprinkled with 
a sense of humor and of urgency, this book 
deserves a wide audience and well merits 
its place in the Cornell Studies in Civil 
Liberties. 

BENJAMIN MUNN ZIEGLER 

Bertrand Snell Professor 

of Political Science 
Amherst College 


ALFRED J. Junz (Ed.). Present Trends in 
American National Government: A Sym- 
posium. Pp. 232, New York: Frederick 
A. Praeger, 1961. $4.00. 

This study consists of the following 
essays—abbreviated titles only—American 
Political Thought, Wilson; Parties, Silva; 
Party Conventions, Goldman; Party Prin- 
ciple, Ranney; Cold War Presidency, Long- 
aker; National Administration, Leiserson; 
Governmental Impact on the Economy, 
Bernstein; Civil Servicé, Sayre; Interest 
Groups, Freeman; Congress, Junz; Devel- 


is more apparent. 
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opments in Constitutional Law, Schwartz; 
Courts, Peltason; Supreme Court, Prit- 
chett; Civil Liberties, Carr; Foreign Policy, 
Swarthout. The authors are widely known 
and the subjects cover pretty thoroughly 
the major areas of American national gov- 
ernment. The interest aroused by the es- 
says varies. Not an inconsiderable portion 
of the book recites matters already very 
well known to mature scholars, but such 
material is no doubt essential for students. 
When the authors get down to cases in 
dealing with current matters, things warm 
up a bit. 

I was particularly interested in the vari- 
ous views expressed concerning the presi- 
dency. Mr. Longaker thinks the presidency 
has weakened in the last ten years. He is 
not talking especially about Eisenhower— 
and surely no one would argue that the 
General has added to his own stature or 
to that of the presidency. Rather, he 
thinks the presidency itself has been 
weakened by the Twenty-second Amend- 
ment, by Congressional committees, by 
‘Congressional meddling with appointments, 
by the bureaucracy and the dispersion of 
executive power, and by the institutional- 
ization of the presidency. But the others 
who deal with the subject here take the 
more conventional view that the presidency 
has grown at the expense of Congress. For 
example, this is the view taken in the 
sharply critical essay on Congress by Junz. 
I would have thought myself that the 
presidency is potentially more powerful 
now, in spite of the great weakness of 
Eisenhower. 

Wallace Sayre’s examination of the na- 
tional civil service seemed to me an ex- 
cellent summation of the major issues 
involving the management of the bureauc- 
racy. 

The essays frequently emphasize the 
diversity of the United States and the 
complications of its politics. At one or 
two points, when racial integration is men- 
tioned, the mood is one of disappointment 
at its slow progress. Junz calls it a “halt.” 
But, to Southerners, I am sure, the change 
Progress in Tennessee 
is substantial. Even the Deep South shows 
signs of change with the integration of the 
University of Georgia. A substantial hard 
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core remains, to be sure. Also, the in- 
tegration seems to be only “token,” -but 
is not this to be expected? In spite of 
the recognition of diversity, non-Southern 
writers fall into the habit of treating the 
South as a single unit. This is unrealistic. 
Contrary to what is said very briefly at one 
point in this book, Republican local and 
national office-holders can -be found in the 
South. 

On the whole, however, the essays seem 
to be accurate and informative. I would 
not think them particularly unusual, but 
they are well done and should be useful. 

LEE S. GREENE 

University of Tennessee 


GOTTFRIED Dirtze. The Federalist: A 
Classic on Federalism and Free Govern- 
ment, Pp. ix, 378. Baltimore: Johns 
Hopkins Press, 1960. $6.50, i 


This book attempts to describe the influ- 
ence and reputation of The Federalist and 


` to analyze the principal themes which it ` 


contains. The latter are summarized in a 
phrase which is repeated so often as to 
become the leit motiv of the work: “free 
government in peace and security.” It is 
in these words that Dr. Dietze defines the 
primary objectives of Hamilton, Madison, 
and Jay, and it is within this framework 
that he organizes his material. Thus, after 
presenting the reader with the theme, he 
has chapters which deal, respectively, with 
free government, with peace, and with 
security, and inside each of these he ex- 
tracts the views of all three authors on all 
three topics. The result is tidy, precise, 
and systematic. But is it correct? Is it 
not somewhat artificial and forced? 
Messrs. Jay, Madison, and Hamilton are 
stretched and cut until they fit the Pro- 
crustean bed. But was it the bed of their 
own choosing? Or is this a logic which Dr. 
Dietze has imported into the subject? 
The reputation of The Federalist is based 
not only on the eminence of its authors, 
the quality of their arguments, and the 


elevation of their style, but also on the- 


element of invention in the Constitution 
whose adoption they were advocating. 
What was achieved at the Philadelphia 
Convention was one of those rare in- 
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stances—the creation of a system of gov- 
ernment with untried and novel features. 
Now Dr. Dietze in his constantly reiterated 
formula of “free government in peace and 
security” misses the central point, although, 
interestingly enough, he does mention it in 
the subtitle of his book. The emphasis on 
peace and security was not something new 
under the sun. What government in his- 
tory has not proclaimed these intentions? 
In stating that their objectives were to keep 
the peace of the American people at home 
and abroad, the writers of The Federalist 
were not blazing a new trail across the 
skies. The were merely conforming to a 
time-honored platitude. 

Nor is the use of the term “free govern- 
ment” a help in elucidating the meaning 
of The Federalist. The phrase has become 
one of the propaganda clichés of the con- 
temporary world, and, as often in propa- 
ganda, is employed because of its vagueness 
and ambiguity. To whose freedom does 
the reference apply? And from what or 
whom are they free? Dr. Dietze, appar- 
ently, interprets it—for 1787—as express- 
ing the fears of a minority of property 
owners against a potential majority of the 
poorer and propertyless. He cites state- 
ments expressing the antidemocratic preju- 
dice of the many political leaders who 
viewed democracy through the eyes of its 
conservative Greek critics and saw it as 
the oppression of the well-to-do by the 
unrestrained power of numbers. After 
Shay’s rebellion, such fears did exist in 
1787, and they are not absent from The 
Federalist. But it is not this aspect of the 
matter which explains the greatness of the 
work, ; 

The United States Constitution of 1787 
did not establish “free government,” but 
a “republican form of government” through 
the framework of a federal union. It was 
federalism, with its connotations of unity 
in diversity, which was the great innova- 
tion of the Constitution, and it is the 
advocacy of the Federal principle which 
supplies the inspiration of The Federalist— 
hence the title. It is indeed odd that Dr. 
Dietze should recognize this point in his 
own subtitle, but should glide obliquely 
around it in the structure and argument 
of his book. ` 
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Apart from that, one regrets that a 
work, which is plainly the result of much 
study and research, should be overlaid with 
too elaborate an encrustation of black-letter 


scholarship. Not a page is presented with-° 


out a formidable array of footnotes. 
Hardly a paragraph passes by without its 
due quota of quotations. The net effect 
becomes extraordinarily tedious. It is one 
thing to have respect for one’s sources; 
another, to be dfowned in them. 

: LESLIE LIPSON 
Professor of Political Science 
University of California 
Berkeley 


Ricuarp L. Tosin. Decisions of Destiny. 
Pp. 285. Cleveland: World Publishing 
Company, 1961. $5.00. 


Mr. Tobin’s book contains ten chapters, 
each devoted to an American president. 
_ Nowhere does ‘the author state the basis 
for selection or the intent of his book. 
The title would seem to indicate that the 
author is concerned with momentous de- 
cisions that shaped our country’s future. 
The book’s jacket carries the publisher’s 
statement that “The greatest moments in 
the history of the American Presidency 
were those in which courageous decisions, 
as unpredictable as they were dramatic, 
brought about crucial changes in the of- 
fice.” Such a book should appear to be 
challenging and important. 

The chapter titles indicate the nature 
of the book: George Washington rejects a 
monarchy; Thomas Jefferson buys Louisi- 
ana—on his own; Andrew Jackson invents 
the spoils system; Abraham Lincoln sus- 
pends Habeas Corpus; Chester Arthur 
rises to the occasion; Grover Cleveland 
dignifies the presidential veto; Theodore 
Roosevelt trustbusts changes in the presi- 
dency; Woodrow Wilson ignores the Senate 
and loses his dream; Franklin Roosevelt’s 
amazing hundred days; and Harry Truman 
commits his country to war. 

The book is.a disappointment. Even 
the chapter titles indicate that both the 
` book’s title and the publisher’s comments 
are misleading. Harry Truman’s decision 
to enter the Korean War or Thomas 
Jefferson’s to purchase Louisiana, may be 
thought of as “decisions”; not so Teddy 
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Roosevelt’s adventures in trustbusting or 
the second Roosevelt’s “Hundred Days.” 

In some places, especially in the last two 
chapters, the essays are intéresting and 
quite authentic. In general, however, they 
are poorly organized, inaccurately titled, 
and based on undistinguished sources. The 
author seems unaware of much of the 
“new” history that has appeared in the 
past twenty years. 

Laymen may find this of moderate in- 
terest, It certainly offers little to the 
serious reader. 

RatpH ApAMs BROWN 

Dean ; 

College of Education at Cortland 

State University of New York 


Jean-Baptiste DUROSELLE, De Wilson à 
Roosevelt: Politique extérieure des 
Etats-Unis, 1913-1945. Pp. 494. Paris: 
Librairie Armand Colin, 1960. 25 NF. 
In the three decades here studied, Amer- 

ican policy moved from the staunchest 

isolationism to the most active involvement 


‘in world politics. Despite its profound im- 


pact on their fields of inquiry, this revolu- 


_tion in the role of the United States has 


received only slight attention from Euro- 
pean historians. Professor Duroselle has 
set about to remedy the situation, both by 
preparation of this thorough and thoughtful 
volume and by launching a United States 
section at the Centre d'Études des Réla- 
tions Internationales, of which he is direc- 
tor. The section is now engaged in a 
major collective research project which will 
eventuate in a series of studies of the 
United States in the twentieth century. 

Even for American scholars who special- 
ize in foreign policy, this book offers fresh 
insights. Our own historians and political 
scientists have explored the period mi- 
nutely, but a large share of their attention 
has been devoted. to events on the world 
stage. Professor Duroselle concentrates 
almost exclusively on the American do- 
mestic scene, taking for granted the read- 
er’s acquaintance with the main lines of 
recent world history. The result is an 
extraordinarily well-knit and lucid account 
of ‘the forces which influenced the foreign 
policy of the United States at each stage 
of the crucial period under review. 
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The work is a history not only of Amer- 
ican policy, but also of American ideas, 
public opinion, mass psychology, and pres- 
sure groups. With all the equipment of 
the best contemporary scholarship, the au- 
thor seeks the elusive goal of “motivation” 
—the impetus to decision resulting from 
the interplay. of initiation of policy by 
leadership and the public’s reaction to this 
initiative in the complexity of a demo- 
cratic society. Duroselle plumbs deeply 
into the underlying factors which, he feels, 
have exerted decisive influence on Amer- 
ican policy. He analyzes the impact of 
Mahan’s ideas; he summarizes Frederick 
Jackson Turner’s frontier thesis, drawing 
attention to its effect on Wilson and 
Franklin Roosevelt; he presents selected 
public opinion polls on relevant issues— 
especially telling when concerned with that 
key turning point in American opinion, as 
well as official policy—the fall of France in 
1940; he introduces statistics on economic 
factors when they seem significant; he 
scours Congressional hearings for key bits 
of information. His twenty-five page an- 
notated Bibliography is a model of critical 
and comprehensive work; it will be sur- 
prising if the American reader does not 
find many items new to him. 

The reader will perhaps regret that the 
study ends with the death of Roosevelt, 
even omitting the San Francisco United 
Nations conference. The author explains 
the time boundary by the thesis that Amer- 
ican policy had by then turned completely 
internationalist, though subsequent studies 
are promised. 
complementary work on a larger canvas is 
already at hand, in his earlier monumental 
Histoire diplomatique de 1919 à nos jours 
(1957). 

OLIVER BENSON 

Professor of Government 

University of Oklahoma 


WittraM J. Brock. The Separation of 
the Farm Bureau and the Extension 
Service: Political Issue in a Federal 
System. (Illinois Studies in the Social 
Sciences, Vol. 47.) Pp. 304. Urbana: 
University of Illinois Press, 1960. $5.00 
clothbound; $4.00 paper-bound. ` 


Meanwhile, an excellent 
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Not often does a research report offer 
insight into so many fields. Of particular 
interest to the political scientist, historian, 
economist, and educator, this study also 
holds appeal for the citizen reader, who 
is concerned with democratic processes. 

The Separation of the Farm Bureau and 
the Extension Service highlights the growth 
of both organizations from the period of 
the Smith-Lever Act in 1914. That legis- 
lation established the Extension Service as 
a joint undertaking of federal and state 
governments. In many states, a pre- 
requisite for the service was a group of 
interested dues-paying ‘citizens, sometimes 
known as the “farm bureau.” Extension, 
as the third arm of the land-grant colleges’ 
agricultural service, was designed to dif- 
fuse research findings to the farmer via 
adult education. Soon the local “farm 
bureaus” formed state units and then in 
1920 a national unit, the American Farm 


‘Bureau Federation. Now the die was cast 


for separation of a public "educational 
agency on the one hand and, on the other, 
a private farmer-interest group fostering 
business co-operatives and legislation. A 
telling and perhaps final major blow for 
separation was struck by the Secretary of 
Agriculture’s memorandum of 1954. 

Professor Block impressively documents 
this battle between “pro-separation” and 
“anti-separation” forces with references to 
voluminous hearings, personal files, news 
items, committee notes, and individual in- 
terviews. Generally, throughout the strug- 
gle the antagonists for separation comprise 
the vocal National Farmers Union and 
the National Grange—both rival farmer- 
interest groups of the Farm Bureau; top 
administrators within the United States 
Department of Agriculture; the Association 
of Land-Grant Colleges and Universities; 
and some urban Congressmen. The de- 
fenders of status quo in Bureau-Extension 
relations ate the Farm Bureau organiza- 
tions, some state Extension Administra- 
tions, and Congressional Agricultural Com- 
mittees. . 

Generally, Professor Block finds the 
“anti-separation” side voicing the merits of 
financial support and an organized clientele 
of local farmers as invaluable in an adult 
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educational effort. The “pro-separation” 
voices stress the incompatibility of a 
private interest group and a public educa- 
tional agency under joint control, since such 
control might affect both the clientele being 
served and the substance of the program. 


I see two aspects of this separation’ 


movement as possibly playing more promi- 
nent roles than that accorded by the author. 


First, the issue of infringement by more 


distant governments upon local ones and 
upon the individual, to an extent inconsist- 


ent with our political system, seems to. 


pervade the drama. For example, one 
prominent opponent of separation attacked 
a separationist legislative bill as one rest- 
ing upon “a theory that is as un-American 
as the tenets of Lenin.” Second, the im- 
portance of prominent leaders as individu- 
als in this struggle might have served as 
the basis of useful generalizing. 

In the event that the title may bias the 
unwary reader, the relativity of the word 
“separation” should be emphasized. The 
change in relationships between the Farm 
Bureau and the Extension Service is 
gradual and somewhat interminable, largely 
promulgated by executive order or admin- 
istrative interpretation, rather than by 
changing laws. Even though present Ex- 
tension organizations are all legally de- 
fensible, variation among the states is still 
the rule. Differences range from no par- 
ticular connections with the Farm Bureau 
to close ‘relationships in which substantial 
Farm Bureau funds are used to help pay 
Extension personnel, who frequently are 
located in Farm Bureau buildings. 

R. G. F. SPITZE 

Associate Professor 

of Agricultural Economics 
University of Illinois ` 


Joun Ise. Our National Park Policy: A 
Critical History. ` Pp. xiii, 701. Balti- 
more: Johns Hopkins Press for Re- 
sources for the Future, 1961. $10.00. 


This large, comprehensive, interestingly 
written volume is a critical history of na- 
tional policy toward our national parks; 
there has long been a need for such a book 
for students of our social and economic 
history, as well as for those interested in 
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the conservation of our national resources 
and their economic and scenic values. 
With the exception of Canada and New 
Zealand, the United States is the only 
country to carry out such a revolutionary 
program as that of permanently setting 
aside areas of physical beauty and inspira- 
tion—and it was the first. It is fortunate 
that this study has been made by a noted 


-veteran scholar in the field. Now in his 


middle seventies and an emeritus professor 
of economics at the University of Kansas, 
Dr. Ise many years ago pioneered in two 
other works on conservation, United States 
Forest Policy and United States Oil Policy. 

The volume is well organized. After a 
short, thoughtful Introduction, Professor 
Ise discusses, in the first part of the book, 
“The Early Parks, 1872-1916,” including 
the well-known Yellowstone, Yosemite, 
Sequoia, Mount Ranier, Crater Lake, Mesa 
Verde, and Glacier parks. The author is 
critical of pressure groups, both inside and 
outside the government, which rallied to 
their own interests to prevent expropria- 
tion of federal land that contained valu- 
able timber, minerals, power sites, and 
game. This early history of the parks is 
in part the story of dedicated, farsighted 
people, unselfish and idealistic and few in 
number, who fought, sometimes dramati- 
cally, for what they believed in. And in 
large measure they succeeded. For the 
historical record, we are fortunate to have 
this narrative of the political and adminis- 
trative struggles that resulted in the na- 
tional park system we enjoy today, one 
of the two land policies of world-wide sig- 
nificance contributed by the United States. 

For the student of our conservation of 
national resources, Part Two; “The Na- 
tional Park Service, 1916-1959,” running 
to nearly four hundred pages, is filled with 
specific information of various kinds. This 
section is really several chapters, taking up, 
in turn, the successive administrations of 
the park system, referred to by the names 
of the different directors of the service— 
Mather, Albright, Drury, and Wirth. Each 
administration has several chapters devoted 
to it, so that the important subjects of 
each era are dealt with separately and 
adequately. In a short review, it is quite 
impossible for the reviewer to discuss con- 
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structively significant variations in interpre- 
tation of the actions and programs of indi- 
vidual directors, all of whom seem to have 
been men devoted to the general interests 
of the parks and the visiting public. Nor is 
it possible to point out any minor errors of 
fact without more space or more authorita- 
tive knowledge than this reviewer has com- 
‘pared to that of the distinguished author. 

Finally in Part Three, “Special Park 

Problems,” there are some chapters of 
thoughtful and forward-looking proposals 
and suggestions for the administration of 
‘parks in the future. The subjects dealt 
with are wildlife, national park concession 
with its vital problems, and financing the 
parks, wilderness areas, and national parks 
in other countries. 

The volume is a fine example of book- 
making and printing. It has many maps 
of the various parks and two end-maps of 
the entire country, with the park locations 
clearly marked, as well as some attractive 
black and white decorative sketches by 
Kate Lord—all in all, an excellent work 
for reading and reference. 

RupotpH A, CLEMEN 

Princeton 

New Jersey 


ASIA AND AFRICA 


Grorce Sansom. A History of Japan, 
1334-1615. Pp. xix, 442. Stanford, 
Calif.: Stanford University Press, 1961. 
$8.25. 


This is the second volume of Professor 
Sansom’s projected three-volume history of 
Japan. Like Volume One, it is a master- 
piece of narrative history, in this case 
unfolding the events of an era dealt with 
comprehensively only by James Murdoch 
in his classic, but now dated, A History of 
Japan (3 vols., London, 1903-1926). 

“Comparing this book with Murdoch’s, 
one is immediately struck by the fact that 
the chronological breakdown, which was not 
dissimilar for the period before 1334, has 
now become very different. Murdoch took 
his first. volume to the year 1542 or, ac- 
cording to his subtitle, “To the Arrival of 
the Portuguese in Japan” and devoted his 
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second volume to the years 1542-1651, 
giving to this one the subtitle, “During the 


-Century of Early Foreign Intercourse.” It 


is clear that, to Murdoch, Japan’s meeting 
with the West was an epochal event, and 
twelve of the twenty-four chapter titles 
in his second volume contain mention of 
Western countries or individuals, or of 
Christianity. Sansom’s second volume has 
Westerners in only one out of twenty-six 
chapter titles, his Chapter XVIII, “Chris- 
tianity and Buddhism under Nobunaga,” 
being the only one. The arrival of the 
Portuguese is buried midway in the volume, 
as the second part of Chapter XVI, which 
bears the title “Seaborne Trade,” and 
whose other parts concern such matters as 
Sino-Japanese piracy and trade and the 
development of Japanese coastal areas and 
seaport towns. 

This underplaying of the Western con- 
tact is clearly deliberate, for Sansom says, 


` “The importance of these new elements in 


Japanese history tends to be exaggerated 
by Western writers” (p. 263). And, after 
assessing some sixty’ years of Christian 
activity, he says: “It is natural for Western 
writers to pay special attention to the 
growth of Christianity in Japan, but from 
a strictly historical point of view the activ- 
ity of the missionaries is only an episode 
in the country’s history” (p. 376). This 
is undoubtedly a wise rectification, and one 
feels that Sansom’s history is much closer 
to what the Japanese of the time saw and 
felt than the various “Christian Century” 
approaches. : 
Instead of dwelling on Western contacts, 
Sansom gives a remarkably lucid account 
of relations between Imperial and Ashikaga 
shogunal courts and of the strife among 
feudal lords, subjects which have been 
largely neglected by Western writers, and 
whose story the author has pieced together 
from various court and feudal documents. 
Then to the often told, but usually over- 
simplified, story of the emergence of 


` Nobunaga and Hideyoshi, he adds new 


dimensions of understanding and descrip- 
tion. The Korean campaign is carefully 
analyzed, and the idiosyncracies of 
Hideyoshi’s conduct in his later years are 
illustrated and to some degree explained. 
Lastly, the triumph of Ieyasu and the 
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house of Tokugawa is elucidated, with the 
importance in this accomplishment of their 
two million koku of rice and the geo- 
graphic location of their holdings being 
clearly shown. 
Some will be disappointed that Sansom 
has not entered into the arguments about 
the nature of Japanese feudalism and the 
larger socioeconomic meaning of sixteenth 
century developments, but he deliberately 
refrains from doing this, indeed even from 
referring to the many Japanese historians, 
who in recent years have been plowing 
feudal furrows with all sorts of new 
implements. After the various contempo- 
rary sources he prefers, he says, “to follow 
the pre-war veterans.” His list of these, 
including such names as Tanaka Yoshinari, 


Watanabe Yosuke, Tsuji Zennosuke, and. 


Hiraizumi Kiyoshi, is both distinguished 
and old-fashioned. One feels that he has 
not done justice to Japan’s postwar scholar- 
ship which, despite its polemical tendency, 
is focusing new searchlights on the past. 
But perhaps we should say that Professor 
Sansom has done his narrative history so 
well that, as a master of humane letters, 
he should be excused from entering the lists 
of semipolitical scholarly controversy. 
Hirary Conroy 
University of Pennsylvania. 


Hary Conroy. The Japanese Seizure of 
Korea, 1868-1910: A Study of Realism 


and Idealism in International Relations.. 


Pp. 544. Philadelphia: University of 

Pennsylvania Press, 1960. $7.50. 

From the establishment of the Meiji 
Restoration in 1868 until the final Japanese 
annexation of Korea in 1910, the problem 
of Korean policy had been under constant 
discussion in Japan. The issues of “real- 
ism” and “idealism” in pre-1910 Japanese 
policy are seen by Professor Conroy as 
arising from an intermittent contention be- 
tween three principal Japanese political 
groups which he identifies roughly as 
“liberals,” “realists,” and “reactionaries.” 
The realists, generally in power after 1873, 
are seen to have moved cautiously toward 
Korea out of a sense that annexation was 
not required by the essential security inter- 
ests of Japan. The liberals were generally 
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more “idealistic’—seeing for Japan a mis- 
sion to modernize Korea and to bring her 
the blessings of freedom and progress and 
generally urging more decisive action than 
the realists were prepared to support. Ulti- 
mately, the unfolding of events in Korea, 
and especially the assassination of Ito in 
1909, are seen as bringing the different po- 
litical elements in Japan into political 
agreement on the necessity for outright an- 
nexation. 

From a close scholarly examination of 
the historical record, Professor Conroy is 
led to conclude that the Japanese annexa- 


_tion of Korea was not the result of a “plot” 


long delayed in fulfillment. He also re- 
jects the contention that Japanese economic 
interests played an important role in 
Japan’s policy in Korea. What spoils an 
interpretation that might rest on the his- 
torical record is Professor Conroy’s accept- 
ance of the principle of the civilizing mis- 
sion of the more modern peoples. In ex- 
amining the interplay of Chinese and Japa- 
nese interests in Korea, Professor Conroy 
finds the Chinese in the role of the con- 
servators of a Korean reaction concerned 
with preventing progress in Korea, while 
the Japanese are seen to be more concerned 
with bringing enlightenment to Korea and 
generating the reform of its antiquated in- 
stitutions. Professor Conroy believes that 
“the study of history does not admit the 
conclusion that progress is entirely an 
illusion.” Therefore, “within the frame of 
reference of what was basically right and 
decent, for the Korean people Korea did 
need fresh currents of ideas from the out- 
side,” and he argues that the external 
meddlers in Korean affairs so motivated 
“cannot be viewed merely cynically. They 
were in a real sense bearers of civilization 
to Korea” (p. 506). 

The present reviewer has some difficulty 
in understanding the moral basis on which 
a more modernized people may determine 
what is “basically right and decent” for 
another people—and may impose its direct 
political rule because the reluctance of 
the nonmodernized people to accept that 
external determination of its domestic poli- 
cies leads to actions considered by the 
“civilizing” country to affect its national 
security. He will give Professor Conroy a 
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higher rating as a historian than as a moral 
philosopher, 
: H. ARTHUR STEINER 
Professor of Political Science 
University of California 
‘ Los Angeles 


Frank H. Goray. The Philippines: Public 
Policy and National Economic Develop- 
ment, Pp. xviii, 455, Ithaca, N. Y.: 
Cornell University Press, 1961. $6.75. 


A study which originated in a year of 
field research in the Philippines has 
emerged as a first-rate textbook. Author 
Frank H. Golay admits that it is the 
product “of many influences,” which is 
reflected often in its fragmentary treatment 
of subject and in its repetition of detail. 

The timeliness of this volume needs no 
further confirmation than the daily news- 
` paper reports of United States-Philippine 
economic and political relations. Many 
concerns of statesmen and citizens are 
placed in focus, and solutions of Philippine 
problems sought by legislators in Washing- 
ton might be based more scientifically if 
data included in this work were made 
readily available to them. 

The structure of the Philippine social and 
economic systems and the efforts of the 
Philippines since independence in 1946 to 
develop economically, to industrialize, and 
to increase the gross national product are 
the objects of careful research and analysis. 
The bugaboo of the control of money, 
which faces many of the less-developed na- 
tions of the world—and many of the more- 
developed ones, too, for that matter—is 
dealt with undér such headings as “Ex- 
change Rate Policy,” “Exchange Control,” 
“Price Control Policies,’ and “Monetary 
Policy.” 

General considerations occupy the author 
in his discussions of agrarian reforms, 
foreign aid and reparations, nationalism, 
and the welfare state. Even in the philo- 
sophical and political approach necessarily 
involved in these subjects, the book does 
not fail to be scholarly and authoritative. 
If a criticism were to bé offered in this 
connection, it would be that the text is too 
replete with numerical and statistical data, 
which necessarily detract from easy read- 
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ability. The “unexplained Filipino passion 
for statistics” to which the author refers 
in quoting from Benjamin Higgins must 
have rubbed off to some extent in the 
preparation of the voluminous tables which 
consume many pages. 

One difficulty with a report of develop- 
ments in a changing, expanding, and 
volatile political and economic entity is 
that figures which are valid one day may 
be questionable or even obsolete on the 
next. For instance, in the references to 
falling dollar reserves, the author in 1960 
could not. mention a significant occurrence 
on April 10, 1961, namely the final lump 
sum repayment of $20 million by the 
Republic of the Philippines to the United 
States Treasury. : 

Like a true scholar, the author deals 
with facts, trends, and figures, keeping his 
own observations and opinions at a mini- 
mum. One of the editorial comments, 
however, is that the parity exchange rate 
of two pesos for one dollar is unrealistic. 

Despite gloomy observations on the 
power and influence of the cacique class, 
failures in efforts to stimulate industrializa- 
tion through state help, corruption in low 
and high places in government and business, 
and diversion of foreign exchange earnings 
to the black market, the book is full of ' 
hopeful signs. Thus, the author early ob- 
serves: “Conditions are favorable for rapid 
growth of the middle class; the society is 
fluid, and mobility, both social and spatial, 
in relatively uninhibited.” And at the very 
end of the book, in a chapter: called 
“Summing Up,” we read, “Philippine eco- 
nomic growth throughout the post-war 
period has been rapid by all criteria.” 

This review would be incomplete without ~ 
an approving reference to the exhaustive 
and excellent “Bibliographic Essay,” which 
the author appropriately calls “a Baedeker 
to research ‘into contemporary economic 
problems,” , 3 

ERNEST SCHEIN 

Attorney at Law 

Washington, D. C. 


Donatp EARL Witmott. The Chinese of 
Semarang: A Changing Minority Com- 
munity in Indonesia. Pp. xii, 374. 
Ithaca, N. Y.: Cornell University Press 
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under the auspices of the Modern Indo- 

nesia Project, Southeast Asia Program, 

Cornell University, 1960. $5.75. 

The author analyzes cultural and social 
changes in various sectors of Chinese 


society in Semarang, the capital of Central - 


Java Province. His findings are based on 
field work conducted during 1954-1955 in 
which a number of sociological techniques 
were used. Useful summaries of the main 
theoretical discussion of each major topic 
are included, and the Epilogue is concerned 
with social prediction—regarded by the 
author as the ultimate goal of social science 


_—and the development of sociocultural 


change theory. . 

Several of the changes in Semarang’s 
Chinese resulting from movement out of 
the homeland are comparable with those 
occurring in other Chinese communities of 
Southeast Asia: absence of a gentry 
stratum, with resultant emphasis on wealth 
_ as a main criterion for social status; pro- 
liferation of multipurpose associations; 
changes in the institutionalization of tradi- 
tional religion; and changes in the kinship 
pattern, to mention a few. A distinctive 
feature is that dialect and origins do not 
provide the chief bases of alignment as 
they do in many Chinese communities. 
There are two main groups in Semarang: 
the Peranakan, tracing themselves, usually, 
through Indonesian ancestresses and speak- 
ing Javanese, Dutch, or—a version of— 
Indonesian as a first language, and Totoks, 
with “pure” Chinese ancestry and speaking 
a Chinese dialect. The latter are the more 
recent immigrants. These alignments are 
manifest in a number of social contexts. 
A striking example occurs in associations: 
Paranakans and Totoks co-operate in or- 
ganizations having a specific purpose; when 
close social relations are involved, the 
language factor tends to drive out one or 
the other of the groups. The pattern is 
changing with the virtual cessation of im- 
migration, and new alignments based on 
citizenship are emerging. 

Clans, by which the author appears to 
mean local agnatic groups, do not appear 
to exist in Semarang. Lineages are 
“greatly reduced in importance.” It is 
not clear what he means by this phrase. 
The significance of this absence of tradi- 
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tional territorial kinship structure could 
have been brought out more clearly in rela- 
tion to some ‘of the problems discussed, for 
example, changes in ancestor worship; 
shift to a bilateral kinship pattern; and 
greater individualization in marriage. Such 
changes are explained by the author almost 
entirely in cultural terms. 

The study should be valuable both to 
sociologists and to others concerned with 
the problems of immigrant communities, 
and overseas Chinese in particular. Non- 
specialists need not be put off by the 
highly abstract analysis in the Epilogue, 
since it is not integral to an understanding 
of the main work. Readers of Northern 
Chinese may be frustrated to find only 
Dutch romanizations of Chinese terms—-of 
various dialects not always specified. It 


‘is not much consolation to be told that 


Wade transcriptions appear in the original 
thesis. 
Marjorie Torrey 
Lecturer in Social Anthropology 
Chung Chi College 
Hong Kong 


SELIG S. Harrison. India and the United 
States. Pp. xii, 244. New York: The 
Macmillan Company, 1961. $5.95. 

This book summarizes the remarks of 
leading American and Indian scholars, legis- 
lators, and businessmen made at the 
Washington Conference on India in May 
1959. As the conference was apparently 
conducted in much the same manner as 
television’s “Open End” discussions, the 
editor, in seven short chapters, with head- 
notes attached to each, has endeavored to 
bring together the relevant statements con- 
cerning the economic and political problems 
facing India. 

In the economic sphere, of particular in- 
terest is President Kennedy’s suggestion 
that a Development Loan Fund with long 
term financing is in part the United States’ 
answer to the Asian challenge, but that the 
job cannot be done by the United States 
alone. India’s needs should be appraised, 
the various aid programs of the capital- 
exporting nations woven together, and the 
most effective method worked out with 
India for participation in her development 
plans. Former Vice-President Nixon de- 
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clared that private capital, which is more 
expansible, must supplement government 
aid, and that the purpose of United States 
assistance must not be to make the aided 
countries dependent upon us. However, 
others noted the desire of thé United States 
to help mainly social economies that are 
changing in the direction of the values we 
hold. Averill Harriman pointed out that 
economic growth will not necessarily ensure 
democracy, and some agreed that part of 
the personal freedom of Indians may have 
to be surrendered to a strong central gov- 


ernment in order to maintain national’ 


freedom. The consensus of opinion seemed 
to be that any successful economic-aid 
operation in India must be of colossal size. 
The United States‘was therefore chided for 
supplying arms to Pakistan, thus forcing 
India to divert some of its productive 
resources to an armaments race. Because 
of India’s exceedingly low per capita in- 
come, -few savings can be tapped, and, 
consequently, foreign capital and know- 
how will continue to be essential to the 
success of her various five-year plans. 
Furthermore, it is also necessary that the 
people feel a responsibility for what is 
happening in their villages, participate 
therein, and not merely be directed from 
above. Nevertheless, the advancement of 
_Jiving standards is extremely difficult be- 


cause, even if the birth rate does not in-. 


crease, the death rate is decreasing, and 
there would still be an annual population 
growth of 2 to 3 per cent. 
popular practices, superstitions, and beliefs 
may somewhat hinder, but will not be in- 
superable obstacles to, the desirable change. 

In the political sphere, the tension now 
existing between India and China is dis- 
cussed, as well as the greater rate of prog- 
ress of China under communism than of 
India under democracy. Prime Minister 
Nehru comes in for criticism because in 
the United Nations he supported the 
Algerian right to self-determination while 
denying this right to Kashmir and voted 
against a plebiscite in Hungary because it 
might have 
Kashmir. He also took three weeks to 
denounce Soviet actions in Hungary while 
in about a day, on the basis of a news- 
paper report, he criticized the Israeli; 


Tradition, | 


created a precedent for | 
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British, and French invasion of Egypt. 
This book is meritorious, especially on 

the economic side, but of no earth shaking 

importance. 

` ALBERT E. KANE 

Bureau of Indian Affairs 

Department of the Interior . 

Washington, D. C. 


K. Sarwar Hasan. Pakistan and the 
United Nations. (National Studies on 
International Organization.) Pp. ix, 328. 
New York: Manhattan Publishing Com- 
pany for the Pakistan Institute of Inter- 
national Affairs and the Carnegie En- 
dowment for International Peace, 1960. 
$3.00. 

This book forms part of a series of more 
than twenty national studies of the rela- 
tions of undivided states with the United 
Nations. The book was proposed by 
Pakistan’s leading nonofficial expert in 
international affairs in consultdtion with a 
group of leading political, academic, and 
administrative figures. It is thus authori- 
tative to the point where it may be re- 
garded virtually as an official view. This 
aspect is emphasized by the heavy reliance 
upon the text of documents and speeches 
made by the Government of Pakistan or 
its representatives. The disadvantage of 
this procedure. lies in the almost complete 
omission of dissenting comment and analy- 
sis. This omission is not too serious since 
foreign policy has not figured as a major 
issue of political disagreement in Pakistan, 
except on the part of some left-wing groups 
in 1954-1958, : 

Any study that deals with Pakistan’s 
foreign policy has to begin with the one 
problem that has overshadowed all others 
—that of relations with India. Almost 
all other issues in international affairs are 
seen in proportion to their relations to the 
Indian dispute. To a North American, 
who may well see Communist expansion 
as the predominant challenge to world 
order since 1945, the Pakistan attitude 
may seem incomprehensible. But it has to 
be accepted as a fact that Kashmir is the 
primary concern of almost every Pakistani 
who thinks about foreign affairs. The 
balance of the present volume is a good 
illustration of this point. Of 302 pages of 
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text, thirty pages—Chapter Two—are de- 
voted to “Pakistan: Origins and Relations 
with India,” and a further eighty-six pages 
—Chapters Three and Four—to “Kashmir 
Dispute: The Issues” and “Kashmir Dis- 
pute: Failure of United Nations Media- 
tion.” By way of contrast, the admission 
of new members Korea and Hungary, the 
seating of China, and disarmament and 
atomic enquiries are accorded twenty-seven 
pages and -grouped together under the 
heading, “Some ‘Cold War’ Issues.” 

Beyond the scope of the Indo-Pakistani 
subcontinent, it is clear that Pakistan has 
experienced a more lively concern for 
Muslim peoples than for non-Muslims. 
Pakistan and Suez are given a chapter to 
themselves and Chapter Seven, “Self- 
Determination and Other Rights,” is con- 
cerned mainly with Indonesia, the Italian 
excolonies, and the Maghrib. 

Such, then is the hierarchy of “real” 
issues as seen from Pakistan. The cold 
war is essentially remote and secondary, 
something to be deplored as a nuisance 
or at times, perhaps, to be used as an op- 
portunity for advancing particular claims. 
This is an outlook which Western govern- 
ments must learn to accept. Pakistan is 
a non-Communist, even an anti-Communist 
state, but her foreign policy is geared to 
her major national interests and sym- 
pathies. A slogan such as the defense of 
the free world has one meaning in Wash- 
ington and another in Islamabad. This, 
for the American reader, is the main impli- 
cation of Mr. Sarwar Hasan’s book. 

The volume is well written, carefully 
printed, and thoroughly annotated and 
indexed. It is also, thanks no doubt to 
a subsidy, reasonably priced. 

Kerra CALLARD 

Associate Professor of Political Science 

McGill University 


GLANVILLE Downey. A History of Anti- 
och in Syria from Seleucus to the Arab 
Conquest. Pp. xvii, 752. Princeton, 
N. J.: Princeton University Press, 1961. 
$15.00. : 

Over nine hundred years of history are 
compressed in this volume written by the 
leading authority on Antioch on the 
Orontes. The presentation is chronological 
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—with the one exception of the beginnings 
of Christianity in Antioch, which are dis- 
cussed retrospectively from the year 284 
A. D.—and arranged according to the 
reigns of the individual Seleucid, Roman, 
and Byzantine rulers. The author’s ap- 
proach is strictly factual. Whatever refer- 
ences there are to Antioch in the sources 
we find mentioned and discussed in their 
proper places, and the “must-have beens” 
and “certainlys” are refreshingly rare. 
The reader receives a clear picture of what 
we know about the city and what we do 
not know, what the problems are, and what 
solutions are possible. The work is thus 
an invaluable source of solid information. 
It can be expected to remain the standard 
reference work on the subject for many 
years and to be superseded only by future 
archaeological discoveries. 

It must be said, however, that, although 
the excavations in Antioch have proved 
unusually fruitful, the contribution archae- 
ology has made directly to our knowledge 
of the history of the city is so far quite 
small. Only numismatics has shown itself 
as useful as ever. Practically all of 
Downey’s information comes from the 
literary tradition. This grows more varied 
and abundant only around the halfway 
mark of the period under discussion. We 
hear much about building activities, about 
the comings and goings of kings and em- 
perors, high officials and church dignitaries, 
and about visits by scholars who, to judge 
by the comparative scarcity of their ap- 
pearance in Downey’s work, do not seem 
as a rule to have found the city very 
congenial. The “common people” remain 
rather much in the shadow. The role of 
the non-Western and non-Jewish-Christian 
element or elements of the city—presum- 
ably numerically the strongest much of the 
time—appears to elude us. Economic in- 
formation is scanty. All in all, Antioch, 
one of the largest and most celebrated 
cities of the ancient world, was not des- 
tined to true greatness, as some rare cities 
are. Its geographical location, though 
favorable, was not outstanding. Its im- 
portance depended more on changing 
political circumstances than on unique and 
durable achievements. Chrisitanity came 


-too late to make a lasting change in this 
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respect. The sad history of Antioch during 
the last century before the Muslim con- 
quest proves once again that the latter 
was bound to succeed. ` 
. A few more illustrations might have 

facilitated the use of Downey’s admirable 
book—and shown the great beauty of the 
city that once was Syria. 

Franz ROSENTHAL 
L. M. Rabinowitz Professor 
of Semitic Languages 
Yale University 


KATHLEEN M. Lanotey. The Industriali- 
zation of Iraq. (Harvard Middle East- 
ern Monographs, V.) Pp. xi, 313. Cam- 
bridge, Mass.: Harvard University Press 
for the Center for Middle Eastern 
Studies, Harvard University, 1961. 
$5.50. 


Seven years ago, I was invited by the 
Iraq Development Board to make a plan 
for the economic development of Iraq, de- 
signed to make the best use of the 70 per 
cent then allotted for that purpose from 
the revenue derived from oil. I should 
have been happy indeed to have then had, 
as a help in this task, such a book as Miss 
Langley has now produced. 

Her task was indeed substantially dif- 
ferent from mine, both in purpose and 
scope, as will appear later in this review; 
but it would have been an invaluable help, 
as it will be anyone who may in the 
future be presented with a problem similar 
to mine. It will, perhaps, give a suitable 
background for any comments on her book 
to recall the main features of the situation 
in Iraq at the time I went there. After 
an experience of development and recon- 
struction problems extending over many 
years and many countries, including Aus- 
tria, Hungary, Bulgaria, Greece, Portugal, 
China, and India, the prospect in Iraq at 
first sight was in several aspects more 
exciting and more promising than in any 
country I had previously visited. Here 
was a country which had not only rich 
undeveloped resources but also ample 
capital from its own production of oil to 
develop them; a balanced budget and a 
positive balance of- payments; a stable 


currency, amply secured; for some years, ° 


stable prices; and a population sufficient, 
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with its normal increase and-easily obtain- 
able recruits from-adjacent countries, to 
take advantage of the new opportunities 
of development, but carrying no threat of 
excess. The only serious potential obstacle 
to a rapid and dramatic increase in pros- 
perity was the character of Iraq’s political 
regime and administrative system. As one 
concerned with a practical policy, I was 
necessarily deeply concerned with this last, 
and all-important, factor, as well as with 
the more technical facts of material 
resources. 

Miss Langley’s scholarly survey has in 
this respect a narrower scope, and she 
therefore makes only slight reference to 
the political environment and to the pro- 
found change in it which resulted from the 
revolution of 1958. She is also concerned 
primarily with industrialization, and not 
with other forms of development such as 
the extension of agriculture through irriga- 
tion and drainage. But within the limits 
she has set for her study, it is complete 
and reliable and based not only upon evi- 
dence obtained on the spot, but also on 
previous surveys—of which the most im- ` 
portant, among many others, is that of A. ` 
D. Little, whose work was only in its 
earlier stages when I was there. The vast 
mass of material relevant to the scope 
of her study is collected, analyzed, and 
assessed with great care and skill. It will 
be of great interest to students and his- 
torians, and can be of a great help to any 
who may, in the future, have to deal with 
the practical problems of development in 
the country, and who will therefore also 
have to consder the factors, both economic 
and political, which fall outside the scope 
of her book. l : i 

Lorn SALTER . 
- London 


The Economic Development of Libya. 
(Report of a Mission Organized by the 
International Bank for Reconstruction 
and Development at the Request of the 
Government of Libya.) Pp. xvii, 524. 
Baltimore: Johns Hopkins Press for The 
International Bank for Reconstruction 
and Development, 1960. $7.50. 

Libya is an undeveloped country: area 

1,760,000 square kilometers—or about a 
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quarter the size of the United States—of 
which less than 10 per cent can be put to 
economic use, owing to lack of water. 
The population in 1959 was only about 
1,200,000, of whom 26 per cent were 
nomadic or seminomadic pastoralists. The 
main concentration of population is along 
the coast where Tripolitania has 740,000 
. and Cyrenaica about 290,000, while the 
inland area of the Fezzan has only 60,000, 
living in oases in the desert. 

Unlike many backward countries, Libya’s 
contact with the Western world is not a 
~ recent event, but goes back to classical 
times. Tripolitania was first colonized by 


the Phoenicians, Cyrenaica by the Greeks; ` 


both were part of the Roman Empire from 
the first century B.C. to the fifth century 
A.D. The Arabs came in the seventh 


century and have been the main occupants | 


ever since. Italy began her occupation of 
the country in 1911, and by 1940 there 
were some 200,000 Italian settlers, but 
most of these were evacuated during the 
war. Following a decision of the United 
Nations, the United Kingdom of Libya 
came into being as a sovereign independent 
state on December 24, 1951. 

The general standard of living is very 
low, and most of the population are at a 
bare subsistence level, primitive agriculture 
and seminomadic stock farming being the 
‘principal occupations. Around Tripoli 
there are some more advanced agriculture 
and a little industry, mostly in the hands 
of the 40,000 Italians who have remained 
in the country. 

The detailed studies carried out by the 
Economic Mission, and its recommenda- 
tions, cover a variety of topics: water 
resources; agriculture, livestock and for- 
estry; industry and handcrafts; tourism; 
transport and communications; education, 
public health and sanitation; finance; and 
certain aspects of government and adminis- 
tration. These make fascinating reading 
for those interested in the difficulties and 
problems of backward areas. Until re- 
cently, Libya has been the almost perfect 
model of the underdeveloped country with 
insuperable difficulties to overcome before 
it can achieve an expanding and viable 
economy. Since independence, it has re- 
ceived substantial gifts from a number of 


_ chiefs. 
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countries, particularly from Britain and the 
United States, and only about half of the 
public expenditure of Libya has been met 
from domestic sources. The rest has been 
met from foreign aid. 

Oil discoveries have suddenly altered the 
country’s outlook for the future. Over 
eighty-four oil concessions were granted, 
and by February 1960, strikes had been 
reported from over twenty wells. The 
most encouraging area is about 150 kilo- 
meters south of the Gulf of Sirte in the 
desert south of el Ageila. The initial 
results are encouraging and offer hope that 
oil may provide the finance necessary for 
general economic development. ~ i 

D. Hosart HOUGHTON 

Professor of Economics 

Rhodes University 

Grahamstown 

South Africa 


Auprey I. Ricaarps (Ed.). East African 
Chiefs: A Study of Political Develop- 
ment in Some Uganda and Tanganyika 
Tribes. Pp. 419. New York: Frederick 
A. Praeger, 1960. $10.00. 


The volume under review, East African 
Chiefs, is an analysis of the way in which 
various grades of chiefs in some thirteen 
selected tribes in Uganda and Tanganyika 
have responded to the contrasting demands 
made upon them by European standards of 
bureaucracy and by the traditional expecta- 
tions of tribal society. It is a study ot 
divided loyalties within the context of the 
emerging African state. Information on 
their career histories, which is summarized 
in statistical tables, was supplied by 1,154 
The basic material of the book 
has been supplied by various hands, but 
much of this has been rewritten by Dr. 
Richards or by Dr. Jean la Fontaine. 
There are notable contributions from Dr. 
J. H. M. Beattie, on the Nyoro; from Dr. 
Audrey Richards, on the Ganda; and from 
Dr. J. Middleton, on the Lugbara. Finally, 
Mrs. E. M. Chilver writes on “Feudalism 
in the Interlacustrine Kingdoms’”—a severe 
and chilling tour de force highly recom- 
mended to the connoisseur of academic 
curiosities. 

Each: tribal study contains a valuable 
historical survey of the traditional political 
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system which is followed by an account of 
the modifications introduced under Euro- 
pean rule. A summary of Dr. Beattie’s 
attitude to the problems thereby raised will 
serve to indicate roughly the approach 
taken by the other authors. European ad- 
ministrators demand efficiency in tax col- 
lection; honesty in cash transactions; and 
stress on the general values of cheerful- 
ness, drive, and initiative. However, tradi- 
tionally, Nyoro (chiefs) were entitled to 
respect and obedience, not because of 
personal ability—though important—but 
rather through their relationship to the 
Mukama (King) of Bunyoro, from whom 
their derived their authority. The people 
looked for such qualities as politeness, 
sociability, and generosity in the form of 
feasts or beer sessions. Under modern 
conditions, these qualities are difficult to 
reconcile with the requirements of efficient 
administration. To complicate matters, 
chiefs* are increasingly selected according 
to European criteria of fitness, and persons 
who, traditionally, would have been suitable 
for such a post are passed over. 

So far, all is well, the illness is skilfully 
diagnosed, and the reader sits back in ex- 
pectation of the treatment to follow. None 
is given. Perhaps it is unfair to expect 
that it should be given. At this point, the 
political scientist cannot help noticing some 
odd lacunae. Nowhere can he find any 
reference to the function of African local 
authorities, or, indeed, to the policies fol- 
lowed by the central government in this 
field. There are a few references to central 
government ordinances—usually with the 
wrong titles—but at no stage is any at- 
tempt made to relate the indigenous power 
structure to the growing powers of a 
secular form of government. While ac- 
knowledging that the African peasant is 
undergoing strain, it must be equally true 
that African societies are more adaptable 
than these essays suggest. 

Increases in the standard of living and 
improved educational opportunities, to go 
no further, must be reckoned as progres- 
sive factors by the peasantry themselves, 
and not merely as psychological obstacles 
to be overcome. Already, since this book 
was published, there are new forces to take 
into account. Electoral democracy is in- 
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creasing in local government; the appoint- 
ment of chiefs is taking on a new form; 
national political parties are impinging upon 
the rural population. How successfully are 
these changes being assimilated, and how 
should policy be formulated to bring about 
yet further changes with the minimum of 
social disruption? 

East African Chiefs provides invaluable 
data and many insights into the working 
of thirteen tribal systems in Uganda and 
Tanganyika; from the point of view of the 
political scientist, the next step must be 
to utilize this basic material to gain an 
understanding of the political process as 
it takes on an increasingly Western flavor. 

G. F. ENGHOLM 

Senior Lecturer-in-Charge 

of Political Science 
Makerere College 
University College of East Africa 


ALAN P. Merrtam. Congo: Background 
of Conflict. (Northwestern University- 
African Studies, No. 6.) Pp. xiii, 368. 
Evanston, Ill.: Northwestern University 
Press; 1961. $6.00. 


Alan Merriam, who was on his second 
field trip in the Congo during the hectic - 
period before and after its independence 
day, has recorded his impressions in this 
valuable volume of background and inter- ` 
pretation. In a brief introductory chapter, 
he sketches the historical, geographical, 
economic, administrative, and ethnological 
background of the Congo. His second and 
third chapters are thoughtful analyses of 
Belgian colonial ‘policy, and of Congolese 
political agitation, in the five years before 
independence. The remaining two-thirds 
of the book is largely devoted to the Congo 
political crisis from 1960 to September 20, 
1961. 

Among the most valuable contributions 
of the book is the careful, original account 
of reactions to independence among the 
people of the isolated bush village of 
Lupupa where the author was doing his 
anthropological research. Alert and intel- 
ligent in managing their own affairs, the 
Lupupa people were ignorant of the out- 
side world, and the older villagers had 
little interest in propaganda for Congo 
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independence. When Lumumba’s party 
_organizer first visited Lupupa, not more 
than ten people joined his party. 

No Belgian administrator came to 
Lupupa to explain independence, and since 
there were almost no Europeans present, 
the suspicions of the villagers were directed 
against African “strangers” in their midst. 
Independence had the effect of increasing 
their feelings of isolation and of hostility 
toward these strangers. It also furthered 
a split between the older and younger 
generation and undermined the authority 
of their effective and “essentially demo- 
cratic” political system. 
` Merriam’s comments on paternalism in 
Belgian policy and practice are particularly 
penetrating. As he points out paternalism 
“fed the body . . . but it did almost nothing 
for the intellect.” In his view, the prob- 
lems of the Congo derive “from thie repres- 
sion of ideas, from a lack of understanding 
on the part of the Belgians that the 
Congolese, too, were men . . . whose ideas 
of liberty are much the same as ours but 
who differ in- the ways it is achieved and 
implemented.” In words which deserve 
wide reading, Merriam warns that this 
paternalism is more than ‘just a Belgian 
problem. It plagues the whole Western 
world, for “deep in our hearts we do not 
truly believe that Africans are capable of 
governing themselves.” 

Vernon McKay 

Professor of African Studies ` 

School of Advanced International 

Studies 
Johns Hopkins University 
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Jean Fourastrz. The Causes of Wealth. 
Translated and edited by Theodore 
Caplow. Pp. 246. Glencoe, Ill.: Free 
Press, 1960. $5.00. 

This absorbing and beguiling book, first 
published in France in 1951, has as its im- 
mediate aim the isolation of technical 
progress as the principal cause of im- 
provement in human material well-being. 
Fourastié is obviously also interested in 
recasting economics toward a scientific 
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study of human well-being and conditions 
of life, or perhaps, as Caplow claims, in 
creating a new specialty on the borderline 
between economics and sociology. 

These larger objectives are subordinated, 
however, to the immediate task at hand. 
Fourastié traces, historically and in the 
contemporary world, the transformation of 
the material conditions of human life and 
the role that technical progress, based in 
part upon scientific progress, has played in 
that transformation. Part One deals with 
the “level of living”; Part Two focuses 
upon the “style of life.” The former in- 
cludes goods and services that can be 


_ valued in money and quantified; the latter 


involves such valued but elusive items as 
leisure, education, and comfort. 

In Part One, Fourastié first traces the 
spectacular variations in the level of living 
over time and between countries. In Chap- 
ters One and Two, he focuses upon France 
as a somewhat typical Western nation and 
notes an improvement that has been be- 
lated, inadequate, but nevertheless striking. 
In Chapter Three, he sketches contempo- ` 
rary global variations in level of living. 
He argues that these spatial contrasts are 
essentially a reflection of varying stages of 
historical development. In Chapter Four, 
the theoretical core of the book, Fourastié 
attempts to evolve a sort of theory of 
human material well-being. This theory 
includes many variables, but can be essen- 
tially reduced to technical progress. As 
the author states at the close of the book, 
the productivity of labor is the independent 
variable, the preponderant and dominant 
factor, the mainspring. 

In Part Two, on the style of life, 
Fourastié continues his ingenious and re- 
sourceful, if sometimes discursive, effort to 
show the impact of technical progress, In 
Chapters Five, Six, and Seven, he elabo- 
rates his central theme and has much that 
is pointed to say regarding occupational 
factors, duration of work, and education; 
individual and family factors, notably 
housing; and health and life expectancy. 
At the close of Chapter Seven, in addition 
to a restatement of the book’s central 
theme, he reaffirms his faith in the liber- 
ating net’ result of technical progress and 
his belief.that material progress need not 
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be stultifying to the intellectual and moral 
individuality of man. 

This book was as difficult to review as 
it was to stop reading. The terse summary 
above does scant justice to the intriguing 
empirical findings, the insights, the ingeni- 
ous techniques, and the fragments of poten- 
tially significant theory that can be found 
in The Causes of Wealth. Although there 
is a central theme, there are innumerable 
variations and applications of the theme. 
Empirically, the book presents a vivid pic- 
ture of stark misery for most of mankind 
for most of human history, relieved only 
very recently and for comparatively few. 
The accounts of famines, the pathetic tale 


of Francinet the apprentice weaver, and 


the detailed tracing of the long-dominant 
role of bread in the level of living infuse 
this sketch with an almost unbearable sense 
of reality and urgency. The author is 
equally effective in his use of: specific case 
studies of the impact of technical progress: 
the discourse on window glass and mirrors 
is difficult to dislodge from memory. Many 
of these findings are derived—with mis- 
givings but no apologies—from: admittedly 
fragmentary evidence, but the author is 
candid about such methodological leaps. 
The book also contains a number of inter- 
esting insights and concepts, such as the 
narrowing of the fan of salaries and con- 
sideration of historic eras in terms of 
categories of consumption. 

The book does not have the neatness and 
precision of a less ambitious venture into 
better known territory. It doubtless over- 
simplifies the explanation of the improve- 
ment in human material well-being; its 
use of evidence is perhaps necessarily more 
resourceful than systematic; it has an oc- 
casional polemic tone that sometimes be- 
comes a bit strident; and the latter part 
of the book contains some interesting, but 


perhaps unnecessarily firm.and detailed, 


pronouncements on household equipment, 
insulating materials, and like matters. The 
theoretical portion of the book may be 


. more notable for its insights than for its 


completeness or cohesiveness. 

Yet, when all these reservations have 
been dutifully recorded, the book remains 
sprightly, fresh, wide-ranging, and highly 
stimulating. Its lapses and its failures are 
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submerged in the reader’s growing aware- 
ness of the almost heroic reach, the intel- 
lectual daring, the candor and openness, 
and the underlying human compassion that 
mark the-book. Although it is part of a 
small but growing literature, to which 
Fourastié acknowledges his debt, in an- 
other but meaningful sense, this book is 
a true’ original. 
C. Appison HICKMAN 
Vandeveer Professor of Economics 
Southern Illinois University 


Public Finances: Needs, Sources and Utili- 
zation. (A report of the National Bu- 
reau of Economic Research.) Pp. xiv, 
512. Princeton, N. J.: Princeton Uni- 
versity Press, 1961. $10.00. 

This is Volume Twelve-in the National 
Bureau’s Special Conference Series. James 
M. Buchanan, the Program and Planning 
Committee’s Chairman, wrote the Intro- 
duction to the sets of papers leading to 
the several commentaries. The eleven 
papers range from “Financial Needs ‘and 
Resources over the Next Decade: At All 
Levels of -Government” by Colm and 
Helzner to “A Survey of the Theory of 
Public Expenditure Criteria” by Eckstein. 


„In a short review it is impossible to men- 


tion every paper. Buchanan writes: “Few 
of the papers . . . discuss what might be 
called ‘orthodox’ topics in Public Finance.” 
The result is a conference report of great 
value to political scientists, public adminis- 
trators, and economists whose special. in- 
terest is in public finance. Indeed, it is 
of interest to all of us. Here we are— 
at the storm center of the modern state— 
projecting, taxing, spending. Who should 
pay? Who benefits? -This is a Cameralist 


‘volume. 


Musgrave’s “Fiscal Theory of Political 
Federalism” deals with equity—horizontal 
and vertical—objectives and efficiency ob- 
jectives. The interference in member-state 
finances that federalism entails is the sub- 
ject here. This paper leads to a “spill- 
over’—to make use of a word often met 
in this volume—into the subject of 
“Practical Solutions to Financial Problems 
Created by the Multilevel Political Struc- 
ture” by Labovitz and Ecker-Racz. This 
will illustrate the continuity inherent in 
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these admirable treatments of the moot 
problem of the fisc, which not only de- 
mands our attention in income-tax season 
but dins our ears and tires our eyes daily. 

More workable standards, more desir- 
able patterns, more knowledge and less 
hearsay concerning real burden of respec- 
tive types of taxation at various levels of 
government form the general subject mat- 
ter of these papers and commentaries. This 
reviewer was here appraised of the fallacy 
of a belief he had acquired from the 
popular or folk lore that the absolute limit 
had been reached in exploiting the general 
property tax. On the contrary, it seems 
that not enough use is made of the general 
property tax, that there is a rather general 
climate of underassessment. 


Brownlee favors using the price mecha- 


nism as a device to ration services 
“wherever a reasonable opportunity exists.” 
But he thinks that the “appropriate area” 
for such application is a relatively small 
one. “I see few major services that ought 
to be financed exclusively from sales 
revenue that are not already*being financed 
in this way” (p. 421). He compares user 
costs and taxes, 

There is an author, as well as a subject, 
index. The print is attractive, and the 
binding is uniform with the other volumes 
in the series. 

ROBERT RocKAFELLOW . 

Professor of Economics 

University of Rhode Island 


E. James Fercuson. The Power of the 
Purse: A History of American Public 
Finance, 1776-1790. Pp. xvi, 358. 
Chapel Hill: University of North Caro- 
lina Press for the Institute of Early 
American History and Culture at Wil- 
liamsburg, Virginia, 1961. $7.50. 

In this first-rate revisionist interpretation 
of the critical period shaping the Republic, 
Professor Ferguson analyzes American 
public finance with penetrating “sociological 
imagination.” Masterfully employing a 
wide range of primary sources, many of 
which appear in print for the first time, he 
effectively focuses on the significant facts 
and interconnections in which “the disposi- 
tion of the debt became the pivotal issue 
in the constitutional relations between the 
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states and the nascent central government.” 
His historical analysis draws extensively on 
pertinent biographical data of leaders such 
as Robert Morris, who appear as credible. 
human beings, motivated. by self-interest as 
they rendered historic decisions. 

The first section of the book deals with 
the financing of the Revolution. Throwing 
light on the wartime role of expropriation, 
the requisition system, paper money, and 
foreign loans, the author asserts, contrary 
to the traditional view, that revolutionary 
finance was continuous with colonial fiat 
schemes and that both were reasonably ef- 
fective techniques. The success of revolu- 
tionary financial efforts owed much to the 
wizardry of merchants like Morris, who 
could not divorce their governmental fiscal 
operations from their actions as private 
merchants. ` 

The second section covers the years 
1781-1783 when fiscal impotence threat- 
ened the nascent state and thus stimulated 
nationalist interests to act. Morris, as 
head of the Department of Finance, be- 
came the spokesman and instrument of 
mercantile-financial group dominating Con- 
gress. This group—the nationalists, for 
whom the Revolution marked a break with 
the agrarian social structure and the as- 
cendancy of commercial and industrial en- 
terprise—sought the strengthening of the 
central government to win the war and 
to protect property and minority rights. 

In the next section, the author contra- 
dicts the usual view of the period as one 
of public bankruptcy and debilitating cur- 
rency depreciation. Crucial questions of 
settlement of individual and state accounts 
and speculation in debt, as they affected the 
evolving political structure, are discussed. 
Ferguson makes a major contribution in 
presenting statistics on the ownership of 
public securities—data implying the urgent 
interest, among propertied classes, in a 
stronger central government, 

The final section describes the fulfillment 
of the struggle to set up a national public 
finance essential to the secure foundation 
of a unified federation of states. Due to 
the integral relation between sovereignty, 
debts, and the power to tax, Congress’s 
assumption of debt really involved a basic 
reorganization of the federal system. Re- 
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garding the Beard controversy ovér ‘the 
Constitution, the author’s unwillingness to 
follow his analysis and data to their psy- 
chological, if not logical, conclusion leaves 
him on the safe middle ground. 

; CHARLES HOFFMAN 
Assistant Professor of Economics 
Queens College 
Flushing 
New York 


CLARENCE D. Lonc. Wages and Earnings 
in the United States, 1860-1890. (Na- 
tional Bureau of Economic Research, No. 
67, General Studies.) - Pp. xvii, 169. 
Princeton, N. J.: Princeton University 
Press, 1960. $4.00. 

This valuable National Bureau report is 
far and away the best thing available on 
American wages, 1860-1890. Dr. Long 
analyzes the procedures of his predecessors, 
is explicit about his own, and sets up new 
series. He treats not only money wages, 


cost of living, and real wages, hourly and | 


daily, but also annual earnings and their 
variations according to industry, region, 
occupation, sex, and age. Basically, the 
work centers on wage rates in manufactur- 
ing and in building. 

Quite by chance, a narrowing process has 
been going on among the scholars who are 
deciding how much rise in real wages oc- 
curred between the year 1860 and the year 
1890. The end-result of each principal 
index created thus far falls in between the 
end-results obtained by the two immedi- 
ately preceding studies. For example, 
Long’s end-result-of a 50 per cent over-all 

_vise—manufacturing—falls in between 
Hansen’s 68 per cent rise and Phelps 
Brown’s 32 per cent rise (p. 64). 

Some earlier real-wage indexes for 1860- 
1890 tended to climb very high partly 
because the compilers used essentially 
wholesale prices for a cost of living index 
which fell over 6 per cent. Other real-wage 
indexes rose much less, over-all, partly 
because they relied on the Mitchell-Burgess 
retail-price series which want up from 100 
to 124. Now Long uses a new Hoover- 
Long retail-price index, which actually drops 
from 100 to 98. . Partly for this reason, 
his end-product of a 50 per cent rise in 
real wages falls in the middle of the earlier 
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results. There are, of course, other highly 
important factors involved that relate to 
his money-wage index (pp. 13, 19, 39, 64). 
But the various investigators have dis- 
agreed much less on the amount of over-all 
rise in money wages, 1860-1890, than they 
have on real wages. 

At the end of ‘a substantial study, Long 
adds a few pages of eclectic interpreta- 
tion—with cautions placed around each 
conclusion like guards on a castle wall. 
Still, some emphasis manages to emerge 
on the influence of the capital factor. 
Long does say (p. 115): “Between 1860 
and 1890, capital.per wage earner approxi- 
mately doubled, with the entire increase 
apparently concentrated in the 1880's, the 
decade of the greatest rise in productivity 
and real wages. Thus the lag of real wages, 
real earnings, and productivity between 
1860 and 1880 was probably due to the 
dilution of the capital endowment per 
worker during these years.” 

This quotation must be based on. the 
fact that real daily wages—manufacturing 


‘—rose from «$1.19 in 1860 to $1.40 in 


1880, to $1.79 to 1890; and so about 40 
cents of this total 60-cent rise occurred 
after 1880 (p. 152, Aldrich series). But 
the same table also shows that real wages 
dropped, 1860 to 1864, and then rose from 
84 cents in 1864 to $1.41 in 1876, to $1.79 
in 1890. So 57 cents of this total 95- 
cent rise, 60 per cent, took place between 
1864 and 1876. Are we to believe that an 
1864-1894 study would produce results the 
reverse of Long’s conclusions on 1860- 
1890? 

But, regardless, of questions on any in- 
terpretive embroidery, it is enough that a 
man produces a solid and significant sta- 
tistical report. 

MICHAEL O’CoNNOR 

Professor of Economics 

Central Michigan University 


Ecat FELDMAN. Fit for Men: A Study of 
New York’s Clothing Trade. Pp. vii, 
138. Washington, D. C.: Public Affairs 
Press, 1960. $3.25. 

This austerely printed little book with 
the enigmatic title is an excellent study 
of the rise of the New York City men’s 
clothing trade between 1800 and 1860. 
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Dr. Feldman covers custom tailoring, 
ready-made clothing for men and boys, im- 
ported clothing, and suit accessories such 
as shirts and collars. He also describes 
the city’s important commerce in clothing 
with the South and West, the local clothing 
trade, the auction system, major changes 
in clothing manufacturing methods in this 


era of industrial change, the plight of work- ` 


ing men and women in the industry, and 
the success of a few merchants and manu- 
facturers. Presumably for reasons of 
economy, the book has no illustrations or 
Bibliography; it also lacks any tables or 
charts, and has only a brief Index. But 
Dr. Feldman writes well, and he makes 
, effective use of the heterogeneous source 
materials on which he had to depend, for 
this is not an activity about which the 
participants, in any sense self-consciously, 
kept records. Brooks Brothers provided 
him with his only significant business 
records. He had. to assemble most of his 
story from city directories, travelers’ ac- 
counts, and government reports or periodi- 


cals, and this required considerable in-: 


genuity. 

Many changes took place in the men’s 
clothing industry, as in nearly all others, 
in the years 1800-1860. In 1805, New 
York City, with a population of nearly 
100,000, had 94 firms in the clothing busi- 
‘ness. By 1858, with a population of about 
a million, the New York City Chamber of 
Commerce reported that clothiers employed 
32,000 people and did $40 million of busi- 
ness annually. In 1850, the manufacture 
of clothing, concentrated chiefly in the city, 
was the state’s third most important enter- 
prise. The most rapid growth took place 
in ready-made clothing in the years 1822— 


1837. Stores selling this product were long . 


known as “slop shops,” which gives an 
‘idea of their social standing. Yet thanks 
to America’s democratic system, which did 
not prescribe a certain garb for each eco- 
nomic class, the market for mass-produced, 
ready-made clothing expanded rapidly, and 
after 1835 more and more merchants de- 
voted most of their advertising to it. The 
book is full of fascinating bits of informa- 
tion on the industry. Most of the tailors 
were foreign-born, and they made only 
coats, leaving the pants and-vests to less 
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` skilled women workers. The coming of the 


sewing machine in the 1850’s had profound 
effects on the industry’s organization, and 
on wage levels, but did not apparently 
diminish the demand for labor (p. 111). 

This is a careful and useful study of a 
type of industry which economic historians 
too often overlook. 

Donatp L. KEMMERER 
Professor of American Economic History 
University of Illinois 


Steelworkers in America: 
The Nonunion Era, (Harvard Historical 
Monograph, XLV.) Pp. vii, 303. Cam- 
bridge, Mass.: Harvard University Press, 
1960. $5.00. 

This excellent book presents a tremen- 
dous and protracted struggle between or- 
ganized capital and organized Jabor. The 
time is from 1890 to 1929; the area is 
largely the eastern part of the United 
States, centering around Pittsburgh; the 
focus of interest is the steel industry, and 
the principals of the respective sides are 
the United States Steel Corporation and 
the Amalgamated Association of Iron and 
Steel Workers, American Federation of 
Labor (AFL). Judge Elbert H. Gary, 
the chairman of the board of the Steel 
Corporation, was the executive head and 
spokesman for the entire steel industry, 
representing some. sixteen hundred presi- 
dents and managers of large and small steel 
mills. Behind Judge Gary was J. P. 
Morgan, and the unity created in the steel 
industry was nothing short of phenomenal. 
The local politicians, the police, the com- 
mercial interests, the local courts, and the 
press were almost unanimously on the side 
of the Steel Corporation. 

On the other side was the Amalgamated 
Association of Iron and Steel Workers, a 
union that had received a broad grant of 
jurisdiction over the steelworkers from 
the AFL, but which throughout its, history 
was nonplused as to what to do with this 
grant of authority. In the early days, 
that is in the 1880’s and 1890’s, the skilled 
rollers and heaters in the iron mills were 
the backbone of the union. But after 
Carnegie, Frick, and Gates, by sharp com- 
petitive practices in the steel mills, had 
undermined the position of the skilled men, 
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there was little left of the union. And 
even this little was taken away after the 
Homestead strike of 1892. Technological 
changes, low-wage immigrant labor, and 
long hours of work, made life miserable 
for the steelworkers. It is a sordid story 
of almost unlimited power wielded by the 
“practical men” of steel—a story that was 
continued in its principal features after 
the formation of the United States Steel 
Corporation, culminating in the open-shop 
declaration of 1909. But the “practical 
men” led by Judge Gary found after a 
while that they ‘had gone too far. The 
employees resented the conditions under 
which they were forced to live and work; 
the AFL was finally aroused; public opinion 
moved steadily against the Steel Trust, 
with its basic 84-hour working week and 
the miserable living conditions which it 
provided for its workers’ and their families. 
The 1919 strike, ineptly handled by the 
AFL, was a failure, but the report of the 
Interchurch World Movement’s Commis- 
sion of Inquiry into the steel strike cen- 
tered public criticism upon the Steel Cor- 
poration. At long last, in 1922, at the sug- 
gestion of President Harding, Judge Gary 
put an end to the twelve-hour workday. 
Professor Brody has handled most ex- 
pertly some excellent source materials, such 
as the Saposs Papers at the University of 
` Wisconsin Library and the American Steel 
and Wire Company Collection in the Baker 
Library at Harvard University. This is 
an important book in labor history. 
FREDERICK L. RYAN 
Director, Institute of Labor Economics 
San Diego State College i 


Sam H. Scurr and Bruce C. NETSCHERT, 
with Vera F. ELIASBERG, JOSEPH 
Lerner, and Hans H. LANsBerc. En- 
ergy in the Amercian Economy, 1850- 
1975: An Economic Study of Its History 


and Prospects. Pp. xxii, 774. Balti- 
more: Johns Hopkins Press, 1960. 
$12.50. 


This impressive study offers a remarkable 
blend of statistics, description, and eco- 
nomic and social analysis, in its detailed 
treatment of the past and future of con- 
ventional energy sources in the United 
States. After an introductory chapter sum- 
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marizes the major findings, Part I of the 
book reviews the history of energy use 
for the period 1850-1955, recording the 
seventeenfold increase in total consumption 
and detailing the successive shifts from 


.wood to coal, to oil and gas. The most 


important discovery is that energy use 
bears no constant relation to time, popula- 
tion, or gross national product. 

The major theme of the book is an 
appraisal of possible future availablity of 
domestic energy sources. The method used 


‘involves the derivation of a deliberately 


“high” set of consumption demands for 
the target year of 1975—in Part I]—and 
a testing of the hypothesis that supplies 
located within the country could meet these 
demands—in Part III. By 1975, gross 
national product, population, .and total 
energy consumption are projected to jn- 
crease over their 1955 levels by 119 per 
cent, 41 per cent, and 22 per cent, respec- 
tively. For each conventional energy 
source—coal, oil, natural gas and its liquids, 
hydropower—a large increase in physical 
quantity demanded is projected. Electrical 
energy, expected to grow fastest of all, 
receives very special attention. 

In assessing future availability of energy 
sources, the authors usually selector mod- 
ify existing “expert -opinions,” but they 
introduce two original features into their 
treatment. First, they try to achieve uni- 
formity and comparability, where possible, 
by discussing all estimates in terms of their 
set of definitions of “reserves,” “resources,” 
and “resource base.” Second, they accept 
quantitative estimates of available re- 
sources only after a careful examination of 
technological potentials for each energy 
source. Their perhaps startling conclusion: 
that, allowing for technological advances, 
domestic resources could meet United 
States demand in 1975 for all energy and 
for each energy material at no significant 
increase in real costs. 

While their judgments about real costs 
are highly subjective, it is difficult to dis- 
agree with their major conclusion, given 
their careful restriction to possibilities and 
their explicit disclaimers of either proba- 
bilities or desirabilities. One might chal- 
lenge their appraisal of nuclear energy’s 
small role, but that would be a minor 
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criticism of this outstanding addition to the 
literature of energy resources.  - 
C. P. BLAR 
University of Texas 


WALTER Frey. Man, Mind and Land: 
A Theory of Resource Use: Pp. 256. 
Glencoe, Ill.: Free Press, 1960. $6.00. 


Professor Firey has elected the use of 
symbolic logic to develop a general theory 
of resource use as a guide in planning. 

The three component forces whose result 
is the resource pattern are identified as 
ecological, ethnological, and economic. 
This leads to the setting up of three di- 
chotomies—what is or is not possible in 
terms of environment, can or cannot be 
adopted because of cultural sanctions, and 
is or is not gainful under a given economy. 

The material for analysis occupies nine 
chapters. These discuss the bush-fallow 
system of the Nigerian Tiv, the citimene 
agriculture of Rhodesia, and medieval 
open-field farming and its decay. Three 
chapters are devoted to an excellent dis- 
cussion of the situation in .our southern 
Great Plains, whose economy rests so 
heavily upon underground water. 

The author interprets this information 
with the aid of Boolean symbolism, sets, 
subsets, and lattices—a compact notation 
that serves to express the range of the 
degrees of compromise’ and adjustment 
within this series of dichotomies. ; 

Readers unaccustomed to this type of 
analysis may perhaps become impatient 
with it—or even regard it as a type of 
specious profundity that merely para- 
phrases familiar material. Certainly stu- 
dents of resource problems have pointed 
out its three’ components—the finite en- 
vironment and its processes, cultural prac- 
tices and their sanctions, and the ever- 
present conflicts of economic interest. But 
Professor Firey is justified by his clear 
elucidation of each step and by the skill 
with which he employs one of the great 
conveniences of modern analysis. It is 
only fair to suggest that any critic first 
take time enough to be certain he under- 
stands the simple notation of symbolic 
logic. : 

The final chapter is brief and appropri- 
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ately entitled, “Consent as a Condition of 
Resource Planning.” The Resource Com- 
plex, stabilized by cultural sanction, rather 
than the Resource Congeries in which indi- 
vidual self-interest is not thus regulated, 
becomes the objective of the planner. 
While his ideal is a optimal conjoint of 
ecological efficiency and individual and 
group interest, the planner’s concern is to 
achieve what can be rather than what 
ought to be. 

Realistic planning must gratify individual 
motive by opening up new avenues of re- 
source development, yet it must subordi- 
nate the desire for individual gain— 
“obscure” is the word used—while increas- 
ing the individual’s sense of personal se- 
curity in order to promote resource con- 
servation. Those conservationists who have 
recognized the basic importance of the cul- 
ture pattern will be gratified to see that 
their empirical conclusions have not been 
ruled out by a more vigorous type of 
analysis. Í 

PauL B. SEARS 

Professor Emeritus of Conservation 

Yale University 

Visiting Professor 

University of Louisville 


Pur L, WAGNER. The Human Use of 
the Earth, Pp. xv, 270. Glencoe, IL: 
Free Press, 1960. $6.00. 


Even the inexperienced reviewer knows 
better than to accept the descriptions of 
contents that appear on book jackets. 
Thus, when he reads on the jacket of 
Professor Wagner’s The Human Use of the 
Earth that it is “a new and significant 
statement of kuman geography,” he is in- 
clined toward disbelief. The most astonish- 
ing thing about this book is that the fore- 
going description is true. It is fresh; it 
is new; it is significant. 

The author’s Preface states succinctly 
his objectives: “to suggest how different 
human cultures and social arrangements 
express themselves in-artificial features of 
landscape, and how these man-made instal- 
Jations affect the life-conditions of human 
individuals and the natural features of the 
earth” (p. vil). His method is not de- 
scriptive, but analytical and, above all, 
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conceptual. The book is one of ideas, not 
of facts, though the concepts are substan- 
tiated by evidence drawn from a vast 
variety of sources in history, anthropology, 
sociology, and economics, as well as in 
geography, and from books in several lan- 
guages. 

These concepts are too numerous and 
important to be dealt with adequately in 
a short review. A number of them are 
summarized, however, in the statement 
that: “the activity-of each human group, 
with its own cultural and social constitu- 
tion and a given sort of territory, tends 
regularly to produce a characteristic asso- 
ciation of features in space” (p. 119). 
Each human group is a “system” set in a 
particular environment composed of ele- 
ments derived from nature on the one 
hand and from the character of its 
“cultural and social constitution” on the 
other. Just as each such group can be 
differentiated from others on the basis of 
its essential cultural composition, so can 
the environment with which it is in inter- 
action be differentiated from others. Al- 
though principles drawn from plant and 
animal ecology can be applied in part to 
man, since he too is an organism in a 
natural setting, man is distinctive among 
the animals in that he, to a large degree, 
creates his own environment. Thus, the 
environment with which geographers must 
deal is an “artificial” environment. Herein 
lies perhaps the single most important 
characteristic of “geography as human 
ecology,” its focus on the nature of the 
characteristic associations of phenomena 
which result from the interaction of men 
in society and the environments in which 
they find themselves, and which they in 
part create. Thus, human groups as sys- 
tems, artificial environments created by 
the dynamics of that system, and the 
spatial systems resulting from their inter- 
action—the reticules of points and lines, 
of sites and routes—are the three major 
. objects of study in Professor Wagner’s 
human geography, the study of “man’s 
self-made world.” 

As a base point for launching an investi- 
gation, the author follows the maxim: 
“There are necessary and sufficient con- 
ditions for the location of every phe- 
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nomenon” (p. 123) with the question: 
“How can this be here?” The phrasing of 
the question is such as to demand enquiry 
in terms of general propositions which in 
turn must be tested by their applicability 
to the situation at issue. These proposi- 
tions are drawn from a variety of disci- 
plines, synthesized in persuasive fashion, 
and illustrated by. numerous examples. 
Various typologies are proposed with which 
to order enquiry and generate new and 
stimulating questions—a “taxonomy of cap- 
ital,’ a “typology of economic arrarige- 
ments,” “livelihood types and food-getting 
forms,” a “family tree of tools,” five 
classes of “productive installations,” and 
model differential patterns of productive 
and consumptive systems. This is deduc- 
tive theoretical formulation at its best. 
Techniques are not dealt with. Emphasis 
is on ideas, not facts, and jargon is 
minimized. . 
. It would be even more astonishing if 
the presentation were evenly balanced and 
equally provocative throughout. Professor 
Wagner is at his best when he discusses 
the interrelations between ecological, socio- 
logical, and geographical methods of analy- 
sis for the “simpler” cultures and their 
settings. He is less sure and persuasive 
when discussing linkages in more “ad- 
vanced” economies and the spatial arrange- 
ments and associations that identify them. 
But this is carping criticism, and even 
more so is reference to the extraordinary 
inefficiency of concentrating all the wealth 
of documentation and emendation in the 
rear of the volume where it is least acces- 
sible for the reader. The book is important 
because: (1)'it integrates hitherto diver- 
gent concepts in geographic thought; 
(2) it incorporates into that thought basic 
ideas from the other social sciences; (3) 
it defines essential terms concerning gen- 
eral conditions and relationships; (4) it 
proposes new channels for ecologic geo- 
graphic investigation; and (5) it provides 
as a basic and comprehensive frame of ref- 
erence a text for geographers and all non- 
geographers concerned with the “human use 
of the earth.” 
NORTON GINSBURG 
Professor of Geography 
University of Chicago 
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G. S. L. Tucker. Progress and Profits in 
British Economic Thought, 1650-1850. 
Pp. vii, 205. New York: Cambridge 
University Press, 1960. $5.00. 

One of the most remarkable features of 
the history of economic thought during the 
last three hundred years is the frequency 
with which different economists have placed 
emphasis on the notion that “the natura] 
tendency of profits is to fall.” In the pres- 


ent book, Dr. Tucker has given us a spe- ` 


cialist’s history of this notion as it ap- 
peared in economic thought—from 1650 to 
1850. 

By confining himself to this period, of 
course, Dr. Tucker has deliberately cut 
himself off from dealing with certain more 
recent sets of ideas on this subject—notably 
those of Marx and Keynes—which are of 
more obvious contemporary interest and 
importance than those of the economists 
whose work falls within his period. Until 
it is supplemented by a second volume 
bringing the story up to date, therefore, 
the book as it stands is likely to appeal 


more to those particularly interested in - 


the history of economic thought than to 
those whose main interest is in present-day 
economic theory and policy. 

But, given this limitation, the book is an 
extremely able piece of work, surveying the 
period from Culpeper to John Stuart Mill 
with great thoroughness and insight. The 
chapter on Ricardo’s theory of profits, with 
its penetrating account of the key idea that 
“profits depend on wages,” is one of the 
most illuminating in the rapidly growing 
literature on this subject. The chapter on 
Smith is reliable and stimulating; and if 
Dr. Tucker manages to make rather less 
sense of Malthus’s theory on profits than 
of Smith’s and Ricardo’s, this is surely 
much more Malthus’s fault than Dr. 
Tucker’s. There are few studies in this 
field which combine conscientious docu- 
mentation with clear and logical exposition 
to the extent that this one does. 

Dr. Tucker firmly resists the main 
temptation to which all students of classical 
political economy are subject—the tempta- 
tion to “explain” or “reinterpret” the 
theories concerned in terms of later and 
more familiar systems of thought. He also 
tries, as he puts it, “to avoid the tempta- 
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tion to apportion praise or blame among 
the writers.” In the latter attempt he has 
certainly been successful: indeed, one won- 
ders whether he has not, perhaps, been too 
successful. After all, although it is indeed 
the major part of the historian’s task to 
tell us what the theories actually were, it 
is also part of his task to throw some 
light on the validity of the theories. Ad- 
mittedly, the problem of the extent to - 
which a particular theory can be said to 
be “right” or “wrong” is of quite extra- 
ordinary difficulty, but that is really no 
excuse for evading it and throwing the 
burden on the reader to quite the extent 
that Dr. Tucker does. 

Dr. Tucker recognizes in his Preface 
that “a discussion of the development of 
theory during the last hundred years would 
have given more point to the study as a 
whole” and remarks that “perhaps this 
omission can be repaired at a later time.” 
The quality of his performance in the 
present book is so high that it is greatly 
to be hoped that this half-promise will 
eventually be fulfilled. And it is also to 
be hoped that when he gets down to the 
second part of his task, he will continue 
to adopt the method—so strikingly em- 
ployed in the present volume—of relating 
the different theories to the practical 
problems which they were designed to 
illuminate. 

j Ronatp L. MEEK 
Senior Lecturer in Political Economy 
University of Glasgow 


S. B. Saur. Studies in British Overseas 
Trade, 1870—1914. Pp. vi, 246. Liver- 
pool: Liverpool University Press, 1960. 
35s net. 


The author, who is a Lecturer on eco- 
nomic history at the University of Liver- 
pool, says in the Preface that his “object 
in writing this book has been to produce 
a series of studies of particular aspects of 
Britain’s external economy between 1870 
and 1914 rather than an all-embracing his- 
tory of the growth of her trade... . It is 
hoped that the reader will find running 
through them all the general theme of the 
growth of the pattern of multilateral trade.” 
And indeed the reader is reminded of this 
theme in every chapter. In developing “the 
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pattern,” and the position of Great Britain 
in it, the studies deal with a number of 
separate commodities and with economic 
conditions in several countries. The first 
chapter extends far beyond the scope of the 
title by starting a survey at the beginning 
of the sixteenth century of “those par- 
ticular factors in British overseas trade” 
with which the rest of the book is con- 
, cerned because “by that time Britain had 
largely completed the successive stages 
which established her as a major exporter 
of finished manufactured goods.” This 
early survey reaches the conclusion that 
“although the distribution of trade showed 
few major modifications in the years to 
1870, the signs and seeds of change and 
perhaps of danger were there for those who 
knew where to look.” We are not told 
if anyone before Mr. Saul did actually 
look. Chapter II, “Problems of an Inter- 
national Economy,” begins, “By the out- 
break of war in 1914 Britain’s position in 
the world economy had radically changed,” 
and then reverts to 1870 and the various 
elements in Britain and other countries 
which formed the changing trend. Chap- 
ters III and IV deal with “The Pattern of 
Settlements”; Chapter V, entitled “Trends 
and Fluctuations,” traces cyclical move- 
ments in several countries, with special 
. comment on the great depression of this 
period, and Chapter VI deals with “Tariffs 
and Commercial Policy” in America, the 
British Empire, and Western Europe. 
Then, Part II of the book is allotted to 
“British Trade with the Empire.” Canada 
and India are selected for special study, 
but there are comparative discussions of 
Australia, New Zealand, Argentina, and 
other countries. Obviously, the range of 
material is very wide, and as we are told 
that each chapter is self-contained and can 
be read independently, it is not surprising 
to find some subjects treated with extreme 
compression in a single chapter while there 
is considerable repetition on other subjects 
in different chapters. 

The increasing production of foodstuffs 
and industrial raw materials in the over- 
seas countries.of the Empire forms a 
critical part of the system of multilateral 
settlements, hence it is of great importance 
to the argument that the causes, methods, 
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and results of this production should be 


Clearly stated. It is unfortunate, therefore, 


to read in the Introduction that the “con- 
scious exploitation of new sources was un- 
necessary in a world of expanding frontiers 
except in times of special emergency.” 
This statement classifies all colonization 
from the West Indies to New Zealand— 
as well as all investment in export products 
such as tea, rubber, tin, and copper—as 
unconscious or unnecessary, which is in- 
accurate and meaningless. And every 
reader may not realize that Mr. Saul re- 
verses himself in his concluding chapter 
when he attributes the flow of investment 
from Britain to “the informed search for, 
and development of, primary products.” 
It is not possible in a review of this length 
to do justice to his treatment of such 
matters as the export of capital and trans- 
fer payments and the nature and effects 
of booms and depressions in different coun- 
tries. He has brought together much data 
from various sources, and his construction 
of “multilateralism” should be of interest 
to every student of economic conditions in 
this period. It must be some kind of 
record to produce a historical study of 
international trade and payments without 
mentioning international reserves, banks 
central, the gold standard, the sterling ex- 
change standard, or any other. manifesta- 
tion of sterling. The “pattetn of British 
trade since the mid-nineteenth century was 
formed by the financial, no less than the 
industrial system that developed with it, 
and, particularly where the overseas Empire 
was concerned, monetary conditions were 
as important as other technical changes to 
the trend of trade and payments. And 
there are later works which throw more 
light on Indian currency and exchange, 
than Tooke and Newmarch’s History of 
Prices published in 1857. 
IDA ‘GREAVES 
London 


J. H. Dunnine and C. J. THomas. British 
Indusiry: Change and Development in 
the Twentieth Century. Pp. 232. Lon- 
don: Hutchinson and Company, 1961. 
30s net. 

The operative words. are in this book’s 
subtitle “Change and Development in the 
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Twentieth Century,” and American readers 
will find a- most useful summary of the 
most recent British industrial trends. Some 
of these trends are distinctively British and 
not so likely to be known generally: the 
revolutionary switch from textiles to metal 
goods (pp. 36-7), for instance, or the re- 
markable increase in the proportion of em- 
ployment in the larger manufacturing 
plants (p..57), or the development of oil 
refining (p. 86) from imported crude oil. 
Other trends distinctive to Britain are well 
known—often too much  publicized— 
abroad, but it is useful to have, for in- 
stance, an exact account (Chapter VI) of 
the. directions and extent of State action. 
Common to Britain and America are the 
growing use of energy (Chapter III), par- 
ticularly electrical power and oil; the use 
‘(Chapter V) of new materials and proc- 
esses—such as man-made fibers; and 
(Chapter IV) the growing expenditure on 
research. The authors’ comparison of the 
proportions of national income spent on 
research in various industries in America 
and in Britain is particularly useful. The 
ranking of industries is curiously similar in 
the two countries, except that Britain 
spends relatively more on research in oil- 
refining, less in chemicals. and nonelectrical 
machinery. 

Dunning and Thomas have covered most 
of the problems raised by recent trends, 
but I would have added to Chapter IT, 
dealing with structure, ownership, and 
location, a wider discussion of the. con- 
gested industrial conurbations sprawling 
over more and more of England’s limited 
countryside—the congestion that so exer- 
cised the Royal Barlow Commission. I 
would also have stressed the remarkable 
British achievement of keeping unemploy- 
ment down to 2 per cent since 1945. And, 
although the authors come to the right 
conclusion (p. 67) that the separation be- 
tween ownership and control in industry 
is as pronounced as ever—they might have 
said more pronounced—this is not for the 
reasons given. Voting share ownership is 
not getting more concentrated, but less so. 

The authors end with a chapter on inter- 
national trade, rightly so, when Britain’s 
very life depends on trading manufactures 
for food and for the raw materials of those 
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manufactures. The “import content” of 
an export becomes significant, and the valu- 
able table on page 211 seems to show that 
Britain benefits from its switch away from 
textiles with 37 per cent, toward metals 
with only 10 per cent, of their value im- 
ported. This little book is, in fact, full ‘of 
such significant characteristics of the dif- 
ferent British industries, succinctly put. 
P. SARGANT FLORENCE 

Faculty of Commerce 

University of Birmingham 

England 
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New J. SMELSER. Social Change in the 
Industrial Revolution: An Application of 
Theory to the British Cotton Industry. 
Pp. xii, 440. Chicago: University of 
Chicago Press, 1959. $6.00. 

When confronted with a work such as 
Smelser’s, the disciplined reflex of many 
historians is one of chronic “unadaptation.” 
Deep-seated anxiety at the approach of a 
sociologist inhibits a generous response, and 
the historian withdraws mumbling about 
“jargon,” “opaque style,”- and reliance on 
“secondary” sources. The disciplined re- 
flex of the economist is much healthier, 
Discovering a jargon different from. his 
own, finding but a dozen or so “illustrative” 
tables and no extended disquisition on 
capital formation, he remains secure in the 
certainty that economics is the most ad- 
vanced of the social sciences; he can 
dismiss the importunate sociologist and 
proceed undisturbed. Deviants in both 
disciplines, however, will recognize the sig- 
nificance of Smelser’s book. Although 
there is no scientific virtue in the deviant’s 
role, in this case it may justify the lip 
service we all pay to-the humanistic canon 
of independent judgment. This study will 
stand as the first full-fledged attempt to 
apply part of the Parsons-Bales-Shils “gen- 
eral theory of action” to a historical case. 

The “general theory of action” postulates 
that all social systems—as distinct from 
personality and cultural. systems—are sub- 
ject to four functional exigencies which 
must be met if the system is to maintain 
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equilibrium: a formally instituted value 
system, goal-directed relations with the 
external situation, general provision, of 
facilities with which to attain various goals, 
and smooth interaction among all com- 
ponent units as they pursue various goals. 
The four functional exigencies are them- 
selves divisible along functional lines into 
“sub-systems” which are required to meet 
analogous exigencies at their own levels. 
Each of the specialized subsystems per- 
forms its role in relation to its peers -via 
“boundary interchanges,” which establish 
what performances and sanctions the units 
located within subsystems may expect of 
each’ other; internal interchanges specify 
conditions on which units within systems 
interact; and external interchanges specify 
relations between a system’s units and its 
environment. The behavior of units over 
time assumes two general forms: (1) “short 
run” adjustments, which do not involve 
major, reorganization of roles—for example, 
currents of public opinion, business cycles 
—and (2) “long run” structural changes, 
which involve wholesale reorganization of 
roles within the system and/or its sub- 
systems. i 

In this,study, Smelser deals only with 
the latter which,.he affirms, are “especially 
characteristic of growing and developing 
social systems.” The model of structural 
differentiation requires that “social phe- 
nomena proceed in definite seguence to 
produce specific types of structural 
change.” Here the sequence involves seven 
steps: from initial “dissatisfaction” with 
certain goal achievements, through the 
generation of novel resources which are 
appraised in terms of the existing value 
system, to the rejection of some of these 
resources and the admission of others which 
are eventually “routinized” into conven- 
tional patterns of performance and sanc- 
.tion. The historical instance used to test 
this segment of the “general theory” is 
the growth of the English cotton industry, 
1770-1840, and the transformation of the 
family structure of its working classes. 

One wonders whether the Parsonsian 
terminology is nécessary in rehearsing this 
familiar case? But why do physicists, 
economists, and theologians employ jargon 
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in treating their old chestnuts, and why 
do critics and fanciers of the fine arts be- 
speak their judgments in such precious 
prose? Why doesn’t everyone stop beating 
his wife? The ultimate verdict on these 
particular categories can only be given by 
economic and social historians who take 
Smelser seriously. This reader is inclined 
to think that while the structural differen- 
tiation model provides a convenient organ- 
izing framework for the industrial changes, 
it adds little to the economic history as 
such. The application to the family unit, 
however, is most original, if not wholly 
convincing. Dissatisfaction with condi- 
tions of family economy—step one—has 
its root in the enlargement of mules and 
the introduction of power looms in the 
1820’s, which separate family work from 
such “non-economic” functions as the 
rearing of children. This heightens the 
workers’ traditional concerns with personal 
“independence” and responsibility and leads 
via a number of “disturbed social move- 
ments’—steps two to three—to new and 
more differentiated family units. Eventu- 
ally, the economic performance of children 
and adults is segregated in the ten-hour 
day, and minimal educational responsibili- 
ties are shifted, under the Factory Acts, 
to “an embryonic school system”—steps 
four to seven. Much of the force of this 
analysis depends on the use of the word 
“independence” to characterize the un- 
changing “values” of the workers’ families. 
The Parsonsian model assumes that the 
value system remains constant during a 
single sequence of differentiation, and one 
wonders whether the “independence” is an 
observed fact or merely the logical require- 
ment of an equilibrium system. Smelser’s 
insistence does not reassure the reader that 
changes during the seventy-year sequence. 
do not involve profound shifts in values 
reflected, for example, in the emergence 
of a stronger class consciousness. Perhaps 
the model is no more realistic than similar 
static formulations in economics. In any 
case, one gets the impression that the 
model is much more useful in the treat- 
ment of concomitants and consequences of 
change than it is the analysis of causes. 
The extensive Bibliography does not con- 
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tain a reference to the 1954 edition of 
Usher’s History of Mechanical Inventions 
(pp. 1-83), the perusal of which would 
have helped in the analysis of causation, 
nor to G. D. H. Cole’s Attempt at General 
Union (1953), which might have led to a 
different construction of some of the con- 
sequences. Smelser does, however, provide 
an excellent critique of economic, Marxist, 
socialist, and laissez-faire explanations of 
working-class history (pp. 384-401). One 
wishes he had also considered a more 
searching demographic analysis not only of 
the growth of population but of its 
distribution. . 
Eric E. LAMPARD 
Graduate Program in Economic History 
University of Wisconsin 


Wiium H. SEWALL and OLur M. Davp- 
SEN. - Scandinavian Students on an 

. American Campus. Pp. ix, 134. Min- 
neapolis: University of Minnesota Press, 
1961. $3.50. 


A strong case for co-ordinated, but rela- 
tively independent, research in the social 
sciences is being made by the members of 
the research staffs co-operating with the 
Committee on Cross-Cultural Education of 
the Social Science Research Council. As 
each additional publication comes off the 
press, it becomes more clear that this set 
of studies on the adjustment of foreign 
students is contributing an important body 
of data about the human adjustment proc- 
ess in general, as well as valuable informa- 
tion about cross-cultural contact. 

Scandinavian Students on an American 


Campus by William H. Sewall and Oluf M. 


Davidsen, the sixth monograph in the 
series, is based on work done during the 
first exploratory phase of the studies, which 
focused on intensive analysis of the experi- 
ence of different kinds of foreign students 
in the United States. It complements 
studies of Mexican, Japanese, and Indian 
students and is intended to provide data 
about adjustment processes’ of students 
from a cultural background more closely 
related to that of the United States. 

All of the forty Scandinavian students 
at the University of Wisconsin during the 
period 1952-1954, including twenty-two 
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Norwegian, eight Swedish and ten Danish 
students, were studied. Sewall, Davidsen, 
and Richard T. Morris, who, with Mr. 
Davidsen, is the author of another volume 
in this series, prepared an elaborate inter- 
view guide to be used with the students 
and questionnaires for the students’ teach- 
ers and advisers. Mr. Davidsen was the 
principal interviewer and, as a Danish for- 
eign student, was a participant observer in 
many of the students’ activities. Data were 
collected at the beginning of the stay in the 
United States, during the stay, and just 
before departure. 

Six aspects of students’ response to their 
American experience were explored in de- 
tail: the extent to which they took part 
in opportunities for being exposed to the 
American way of life; their academic ad- 
justment; their final impressions of the 
United States; the way in which their im- 
pressions of the United States changed 
during their stay; their attitudes toward 
exporting certain aspects of American 
culture to their home countries; and their 
over-all satisfaction with the stay in the 
United States. 

The first chapter provides a brief intro- 
duction to the study and its method. The - 
second relates adjustment to academic 
experiences. The third discusses adjust- 
ment in terms of social experiences. The 
fourth chapter is a summary of the Scan- 
dinavian students’ impression of American 
culture and personality. The fifth chapter 
is a modest quantitative analysis of the 
relationship of a large set of data about 
the student, including objective background 
characteristics, personal orientation, person- 
ality, and academic and social situation, to 
the six aspects of his adjustment to` his 
stay. The final chapter is a brief summary 
and conclusion. Appendices include the 
complete interview schedule, the rating 
form used by teachers, a brief question- 
naire filled out by advisers, and a few pages 
of selections from interviews and a de- 
scription of the variables used. 

The principal findings are that the 
Scandinavian students were satisfied with 
their stay in the United States in general, 
but that there were significant variations 
among students in adjustment to specific 
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aspects of American life. It is not sur- 
prising that the best adjusted students 
were those who had had the’greatest previ- 


ous exposure to information about the . 


United States, who came from’ families in 
the upper socio-economic brackets, who 
were in the younger age group, who had 
fewer preoccupations with their home 
culture, and who were most comfortable in 
the use of English. 

A more provocative finding is the analy- 
sis that among the personality variables 
related to successful adjustment, in addi- 
tion to personal flexibility and freedom 
from defensiveness, a factor that seemed 
clearly to be associated with satisfactory 
adjustment was the “extent to which the 
` student seemed to depend on others in 
making decisions about academic and 
personal matters.” The authors advance 
several alternative explanations of the rela- 
tionship between dependency and satisfac- 
tory adjustment, but additional research 
seems to be in order. 

There is also evidence in this study to 
support findings from other studies in the 
series that one of the most important influ- 
ences on adjustment is the extent to which 
the student feels that his background, 
` preparation, and the kind of environment 
from which he has come are being ade- 
quately evaluated. If the student reports 
that he was ‘not given credit for his prepa- 
ration or that the people with whom he 
was dealing do not have the same impres- 
sions of the worth of his background as 
he has, he will almost inevitably express 
` dissatisfaction. On the other hand, if he 
feels that he is being judged fairly or that 
he is being valued even more than he has 
valued himself, he will express positive 
attitudes. t 

Readers who have been following this 
study in previous publications in THE 
ANNALS and in the Journal of Social Issues 
will be familiar with the data cited above 
as well as with the categorization of so- 
journers into the four types: “detached 
observers,” “promoters,” “enthusiastic par- 
ticipants,” and “settlers.” They will also 
recognize the analysis of adjustment in 
terms- of the U-curves, referring to the 
initial period of euphoria, the subsequent 
period of major impact of problems, and 


THE ANNALS OF THE AMERICAN ACADEMY 


the ultimate readjustment period that was 
described in Lysgaard’s study of Norwegian 
Fulbright grantees. p 
Evucene H. Jacosso 
Assistant Dean 
for International Programs 
Michigan State University 


CHARLES P. Loomis. Social Systems: 
Essays on Their Persistence and Change. 
Pp. xi, 349. Princeton, N. J.: D. Van 
Nostrand, 1960. $6.50. 


Professor Loomis’ analysis of social sys- 
tems has close affinities with Talcott Par- 
sens’ sociological theorizing. But while 
Parsons’ system, much like a tropical 
forest, grows with immense vitality, push- 
ing—often in disorderly ways—in many 
directions and threatening to envelop every- 
thing in its impenetrable and dense under- 
brush, Loomis’ appears rather like a neat 
and systematically arranged French park 
where all the vagaries of nature are held 
in check by the consistent application of 
Cartesian pruning shears. 

The key categories of Loomis’ conceptual 
scheme for structural-functional analysis, 
labeled somewhat pretentiously the Proc- 
essually Articulated Structural Model 
(PASM), are in the main borrowed from 
Tonnies, Sorokin, Parsons, and other mod- 
ern masters of sociology, so that it is hard 
to see in what way Loomis considers his 
scheme to constitute an advance over previ- 
ous theorizing. Furthermore, PASM turns 
out to be a kind of check list for the 
orderly collection of data rather than a 
genuine model. The notion of model im- 
plies the specification of how the modifica- 
tion of one element within it brings about 
a modification of all the others, so that it 
becomes possible to predict how the model 
will react if one.of its elements is being 
modified. Loomis does not provide such 
specifications, so that PASM does not 
generate new knowledge, as a model should, 
but only presents a fairly mechanical way 
of pigeonholing data. 

The individual essays on a variety of 
topics here included document the author’s 
wide reading in sociological literature as 
well as his familiarity with a considerable 


_ variety of sociological data. He writes per- 


ceptively about the sociology of education 
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and of medicine; he provides a succinct 
summing up of some of the main results of 
research on the impact of disasters on the 
community; he ably discusses the Gemein- 
schaft-Geselischaft typology in relation to 
the division of labor; and he provides an 
excellent summary essay on religious social 
systems as well as a description of the Old 
Order Amish community. The book may 
be useful for teaching undergraduates and 
graduate students. s 
Lewis A. COSER 
Professor of Sociology 
Brandeis University 


Irvinc Louis Horowitz. Philosophy, 
Science and the Sociology of Knowledge. 
(American Lecture Series, No. 442, 
Monograph in the Bannerstone Division 
of American Lectures in Philosophy.) 
Pp. xi, 169. Springfield, Ill.: Charles C 
Thomas, 1961. No price. 


The general state of the field of special- 
ization in sociology, called the sociology 
of knowledge, is illuminated by a glance 
at Professor Horowitz’s comprehensive 
bibliographic references. Professor Horo- 
witz defines the central task of the soci- 
ology of knowledge as “the discovery of 
the social sources of truth, error, -and 
opinion” (p. 68). Yet only 10 per cent 
of his list of 360 relevant titles is based 
on empirical and historical investigations. 
The rest of the books and articles are 
chiefly learned discourses on the opinions 
of numerous people about the justification 
for the subject and the possibilities for 
the realization of its defined task. 

Professor Horowitz’s book belongs to the 
category of theoretical discussion. He at- 
tempts to “distinguish the sociology of 
knowledge from both its philosophical an- 
cestry and from behavioral psychology.” 
He proposes “to emphasize the analytical 
“issues: the relation of the sociology of 
knowledge to established philosophical 
schools; the connection between episte- 
mology and the social sources of human 
consciousness; the link between’ general 
ideas and particular ideologies; the soci- 
ology of knowledge treated as a behavioral 
science; and the philosophical implications 
of conflicting tendencies in the sociology 
of knowledge” (p. vi). 
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Professor Horowitz has done such an 
excellent job of clarification that it should 
be unnecessary for others to duplicate this 
kind of general essay for some time to 
come. Instead, it should now be possible 
for students to turn their attention to the 
exploration of the social factors that have, 
in fact, influenced philosophical and scien- 
tific ideas in the past and in the present. 
Professor Horowitz’s discussion of the role 
of values, the nature of ideology, and the 
background of methodological controversies 
in sociology proper are particularly perti- 
nent for sociologists. For them, perhaps, 
Chapter Nine, entitled “Laws and Levels 
in the Sociology of Knowledge,” is the 
most valuable one in the book. It presents 
in detail current ideas in sociological theory 
such as functionalism, mathematical analy- 
sis, field theory, ideal typologies, and 
historical models. 

Professor Horowitz concludes that the 
sociology of knowledge helps to clarify the 
causes and consequences of philosophic 
methods’ and, in so doing, explains how 
the method of science is distinct from, and 
logically superior to, the philosophic per- 
spectives developed in the quest for 
knowledge. 

THEODORE ABEL 

Professor of Sociology 

Hunter College 


Bruno BETTELHEIM. The Informed 
Heart: Autonomy in a Mass Age. Pp. 
viii, 309. Glencoe, Ill; Free Press, 
1960. $5.00. 


The reader of this book has to commute 
between the extreme ends on the gamut of 
his psychological dispositions, the strongest 
emotions, dashed with cold intelligence. 

Professor Bettelheim starts with a bio- 
graphical account of his youth, his up- 
bringing in a Viennese upper middle-class 
family, his early striving for the “good 
life,” and his belief in psychoanalysis as 
the guiding star towards his aim. The indi- 
vidual, his urges pruned, his desires made 
to fit into the frame of a reasonably func- 
tioning society, seemed to contain all that 
was necessary to achieve the good life. 
The two words “good life” are repeated 
here, as their frequent repetition is one 
of the characteristic traits of Bettelheim’s 
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philosophy. Psychoanalysis had apparently 
done away with the precedence of the 
social, and particularly social-economic, 
conditions as established by Karl Marx. 

Then came the experience the report of 
which forms the main part of this book. 
' Bettelheim was imprisoned in Dachau and 
Buchenwald in 1938 and 1939. ‘This situa- 
tion he found powerfully conditioning and 
harder to deal with than anything psycho- 
analysis had ever plumbed. He also found 
a capacity to. survive among some of the 
prisoners who had never had contact with 
psychoanalysis and who exhibited no psy- 
choanalytic inclination in their attitude. 

Nevertheless, Bettelheim approaches the 
situation, now that he writes the book, with 
psychoanalytic concepts, and he tells us, 
somewhat surprisingly, that he applied psy- 
choanalysis while still a prisoner. His 
ability, then, after a physically grueling 
work day of twelve and more hours, under 
the constant threat of, if not actual, severe 
manhandling, coupled with the necessity to 
adopt a completely childish behavior—to 
discover a system, if not a meaning, in the 
SS regime, deserves admiration. _ 

Apart from the systematic explanations 
and a masterful “topical” description of 
life in the concentration camp, the book 
also contains considerations contributing to 
the understanding of the mechanisms of 
terror and the saving of actual force by 
intimidation. Both the prisoners and the 
population at large adapted themselves to 
the will of the governing elite because of 
the chronic terror. The last chapter, “Men 
Are Not Ants,” offers a somewhat sur- 
prising conclusion. The terror—or fear— 
ended with the moment of actual imprison- 
ment. “In this sense did imprisonment 
offer momentary relief.” 

But men must never give up the fight 
for self-preservation. This may mean giv- 
ing up the usual props of life, posses- 
sions, money, family coherence, instinctive 
reactions of pity and self-sacrifice. In- 
stead, as Bettelheim shows in a criticism 
of the attitudes of the family of Anne 
Frank, one must be able to adopt the 
methods of the jungle war of naked exist- 
ence if one wants to cope with extreme 
situations. This reviewer wonders whether 
Bettelheim really wants to recommend the 


THE ANNALS OF THE AMERICAN ACADEMY 


technique of the jungle man as the way to 
what we call the good life. However, this 
last remark should not deter anybody from 
studying this most important book. 

Those able to overcome their revulsions 
will get real insights into the potentialities 
of human behavior, if not theoretical in- 
sight or practical advice as to how to pre- 
serve autonomy in a mass age. 

W. G. ELIASBERG 

President 

American Society of Psychoanalytic 

Physicians 


Lewis Mumrorp. The City in History: 
Its Origins, Its-Transformations, and Its 


Prospects. Pp. ix, 657. New York: 
Harcourt, Brace and World, 1961. 
$11.50. 


Mumford initiates his magnum opus with 
an anlysis of the origins of city life in the 
Near East and then proceeds to trace out 
the development of urban life in the West- 
ern world up to the present day. During 
the long trek he makes prolonged stop- 
overs at a few key cities along this his- 
torical route. 

‘Mumford writes not as an objective 
social scientist, but rather as a man of 
letters with a moral message. History is 
his platform for sermonizing about man’s 
relationship to his environment. Mum- 
ford’s is a free and able mind, and one 
cannot but admire the author’s wide 
knowledge and literary acumen. His work 
merits serious attention from humanist and 
social scientist alike. i 

Nevertheless, I must voice objection to 
various features of the book. Certainly the 
title is misleading. This survey does not 
reach out and embrace the river valleys 
and plains of India and China, where great 
civilizations and their cities were spawned 
in ages past and where communities of 
gargantuan size are now in the making. 

Mumford’s central argument calling for 
organic unity between man and his urban 
environment is not persuasive. His ideal 
is the Athens of Sophocles and Socrates, 
which he glorifies out of all proportion to 
reality (pp. 165-171). To be sure, he 
admits that, architecturally and in terms of 
urban facilities, Athens presented a rather 
sorry picture, but this is hardly symbolic 
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of the ideal of organic unity he espouses. 
Nor does Mumford convince us that the 
milieu of the typical medieval urbanite 
gave emphasis to “outdoor living” (pp. 
288-289). 

So too, the author’s particular mode of 
invoking the past to evaluate the present, 
and to dream about the future, is ineffec- 
tive. 
crucial differences between the industrial 
city of the present and the preindustrial 
city of the past. To him, man in the 
modern megalopolis is a creature without 
purpose—except to keep the system alive. 
But Mumford forgets that his Athenians, 
except for a privileged few, walked a 
treadmill too—just to keep themselves 
alive. Modern industrial-urban man in 
parts of the Western world enjoys more 
freedom—in terms of alternatives—and in- 
habits a more democratic environment than 
did his ‘forebears. Admittedly, problems 


abound. But does their solution lie in the, 


direction Mumford suggests? While agree- 
ing with Mumford that the threat of 
nuclear war hovers darkly over modern city 
life, I doubt that an “organic unity” be- 
tween man and nature can resolve the 
problem; the answer must be sought in 
some new conception of man’s relation to 
man. 
GIDEON SJOBERG 
Associate Professor of Sociology 
University of Texas 


Hanan C. Servin. The Effects of Leader- - 


ship. Pp. ix, 270. Glencoe, Ill.: Free 

Press, 1960. $5.00. 

This book approaches the study of 
leadership by conceiving of leadership as 
an independent variable and of leadership 
` “effects” as dependent variables. Leader- 
ship climate is taken as “given,” and the 
difference in amount of time spent in, or 
frequency of occurrence of, certain non- 
duty behavior is related to different leader- 
ship climates. Education, age, and marital 
status are other factors affecting nonduty 
behavior. These factors are considered 
independently of leadership climate and, in 
addition, together with leadership climate, 
as joint determiners of behavioral varia- 
tion. Homogeneous Subgroup (HSG) 


Above all, he fails to perceive the. 


‘associates. 
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analysis is used to “rotate” these factors 
while considering differences in behavior, 
in order to isolate apparent relationship 
between. vdriables. 

On the basis of follower ratings, leader- 
ship in seven Army companies is seen as 
constituting instances of persuasive, arbi- 
trary, or weak leadership climates. The 
persuasive climate is close to “ideal” 
leadership. Leaders are understanding, 
confidence-inspiring and are not coercive or 
punitive. The arbitary climate is “diamet- 
rically opposed” to the persuasive. Lead- 
ers are punitive, aloof, inconsistent, and 
whimsical. The weak climate is in effect 
a climate characterized by lack of leader- 
ship. Followers are neither inspired nor 
compelled by their leaders, rather their 
leaders are thought of as “organizers.” 
The author indicates that these climates, 
isolated on the basis of statistical analy- 
sis, are similar to the democratic, auto- 
cratic, and laissez-faire group atmospheres 
experimentally devised by Lewin and 


Although the first chapter reviews five 
major leadership studies and then presents 
“A Conceptual Scheme for Studying the 
Effects of Leadership,” one is left without 
an adequate framework for conceptual- 
izing the phenomena of leadership as it is 
functionally related to group process. This 
is in particular evidence when nonduty 
behavior is taken as a major index of 
leadership effects. While nonduty be- 
havior is without doubt affected by leader- 
ship climate, it is not nearly as pertinent 
for consideration as is duty behavior, 
which is directly and specifically related to 
Army leadership. ; 

The author brings in the concept of 
tension and relates it to group climate. 
On the basis of nonduty behavior, it is 
indicated that tension is maximal in an 
arbitrary climate, less so in a weak climate, 
and minimal in a persuasive climate. 
Underlying this is a “frustration-aggres- 
sion” assumption which, aside from being 
nonheuristic, approaches tension without 
regard for the actual norms, expectations, 
and reciprocities—group context-—in terms 
of which tension appears. 

It should be mentioned that this study 
is based on the use of questionnaires which, 
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according to the author, reveal “a high 
proportion of facetious and incomplete 
answers, which apparently stemmed from 
several causes.” ‘Although a discrepancy- 
score technique and apparent gross in- 
validity were used to eliminate inconsist- 
ent and careless responses, the validity of 
behavioral data employed as a basis of the 
study would have been greatly enhanced 
by cross-checking, through the use of 
methods ranging from participant-observa- 
tion to the use of disguised-structure 
questionnaires. 

The author very rightly points: to the 
importance of considering various indi- 
vidual characteristics that become opera- 
tive in relation to any given leadership 
climate. In addition, HSG analysis, as 
applied to field studies such as this one, 
may prove to be a useful technique for 
helping to increase or decrease the prob- 
ability that a relationship between vari- 
ables is, in fact, not spurious. 

Those concerned with leadership and 
group phenomena in a theoretical or prac- 
tical sense will find this study significant 
in pointing to some of the problems en- 
countered in attempting to develop useful 
behavioral dimensions 
studying the effects of leadership and in 
indicating methodological lines applicable 
to social-psychologcial field research. 

Nicuoras P. Portis 

Research Associate 

Institute of Group Relations 

University of Oklahoma 


Curis Arcyris. Understanding Organiza- 
tional Behavior. Pp. xii, 179. Home- 
wood, Ill.: Dorsey Press (The Dorsey 
Series in Anthropology and Sociology), 
1960. $5.00. 

A very promising field of research on 
organizational behavior is the “in-plant” 
study. Although the number of those 
conducting research has increased substan- 
tially in the thirty years since the pioneer 
“Hawthorne Studies,” the proportion en- 
aged in studying real, operating organiza- 
tions remains disappointingly small. One 
reason is the extreme difficulty of obtain- 
ing a reasonable degree of experimental 
control in a real situation as opposed to a 


of analysis for. 
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small group laboratory or a simulation 
study. Another is the high cost of ob- 
taining an adequate amount of data for 
testing hypotheses and building theory. 

Chris Argyris is an outstanding member 
of a small group of organizational theorists 
who have concentrated on improving field 
study methods and building theories based 
on data from operating organizations. 

He describes his research as “directed at 
understanding (and consequently predict- 
ing and controlling) the behavior in or- 
ganizations that initially begins with or 
includes at least two sets of variables; the 
formal organization and the individual. . . . 
The objective is to create, generalizations 
and theory applicable to all organizations 
(such as schools, churches, industrial 
plants) . . . as well as to any given em- 
pirical case.” l 

This book is an important addition to 
the literature on organizational behavior, 
providing insight into the research strategy 
“and tactics of a very successful scholar 
in the field. It raises a serious question, 
however, about the generality of Argyris’ 
approach—the question of “art” versus 
“science” in research methodology. In the 
physical and biological sciences, which 
Argyris examines in Chapter I, there is 
always some element of taste and art in 
research methods, but experiments and ex- 
perimental methods should be replicable by 
“any competent researcher.” Argyris has 
a personal style of research which may be 
difficult for others to emulate. One of his 
guideposts for studying variables such as 
frustration, conflict, and needs is that “the 
researcher enter fully into the world of 
feelings and personal meaning of the sub- 
ject.” Failure to establish a deeply human, 
personal relationship greatly decreases, in 
Argyris’ view, the researcher’s ability to 
obtain useful data. This viewpoint is re- 
freshing in comparison to some work now 
under way in organizational theory, in 
which members of an organization are re- 
garded abstractly so that simple mathe- 
matical models and controllable experi- 
ments are attainable. But, hopefully, there 
will someday be a partnership of the rich 
empirical methods of Argyris and the pow- 
erful analytical methods of some of the 
mathematically oriented organizational 
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theorists. When this occurs, great results 
may be forthcoming. 
ALBERT H. RUBENSTEIN 
Professor of Industrial Engineering 
Technological Institute 
Northwestern University 


Narman Grazer and Davis MCENTIRE 
(Eds.). Studies in Housing and Minor- 
ity Groups. (Special Research Report to 
the Commission on Race and Housing.) 
Pp, xii, 228. Berkeley and Los Angeles: 
University of California Press, 1960. 
$6.00, 


The Supreme Court’s school decision of 
May 1954 was obviously a turning point 
in Negro-White relations. Since that date, 
changes have taken place that are much 
broader and deeper than one would have 
imagined possible. Not only in the schools, 
but in the movie houses, churches, restau- 
rants, factories and even in residential 
areas, new patterns of desegregation have 
come to life. True, much of the de- 
segregation is only token in character. Yet 
even such nominal desegregation can force- 
fully influence the tempo and direction of 
future events. Witness, for instance, how 
the refusal of some Whites to go beyond 
token desegregation has helped inject into 
Negro protest action a new militancy whose 
importance is manifest in the sit-ins and 
sit-downs, 

Perhaps the least desegregation has oc- 
curred in patterns of residence. This 
slowness illustrates the sociological prin- 
ciple that changes occur unevenly in dif- 
ferent sectors of a society. More im- 
portant, it informs us that residence is both 
a focal point of personal and group ego 
and a crucial departure for further desegre- 
gation. Since any community’s facilities, 
such as churches and schools, are integrated 
into residential patterns, desegregation of 
residence is likely to prove decisive. The 

. resistant White community has apparently 
recognized very well how crucial is resi- 
dence in the whole edifice of segregation. 

We are indebted, therefore, to the Com- 
mission on Race and Housing, and to the 
editors of this volume, for assembling a 
series: of reports that are generally .so 
perceptive and informative. The volume 
contains studies of Negro housing in Bir- 
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mingham, Atlanta, New Orleans, and Dade 
County, Florida; Mexican and Negro 
housing in San Antonio and Houston; 
Puerto Rican residence in New York; 


Japanese-American patterns in San Fran- 


cisco; and an analysis of events and proc- 
esses in a changing neighborhood in Detroit. 

Nathan Glazer’s Introducion is incisive 
and apt. He tells us that the studies 
reveal that while changes in prejudices and 
discrimination will obviously be crucial in 
altering the housing of minority groups, 
much change can and does take place 
simply by an improvement in the economic 
situation of a group, albeit within a frame- 
work of segregation. In this context, atti- 
tudes toward education, crime, and neigh- 
borhood facilities are crucial in determining 
what a community will look like. So, too, 
because color makes for visibility and 
identifiability, and is itself an object of 
prejudice, Negroes are likely to encounter 
stronger resistance for a longer time than 
Mexicans and Puerto Ricans. 

This is a good and valuable book. 

Mexvin TUMIN 
Princeton University 


The Race Question in Modern Science: 
Race and Science. Pp. 506. New York: 
Columbia University Press for the United 
Nations Educational, Scientific, and Cul- 
tural Organization, 1961. $5.00. 


Several years ago, the United Nations 
Educational, Scientific and Cultural Organ- 
ization commissioned eleven studies on 
race relations, which it published indi- 
vidually under the general title, “The Race 
Question in Modern Science.” They have 
now been brought together as. a book. 

The authors are leading American and 
European scholars in the various social sci- 
ences and genetics. The separate contribu- 
tions deal with myths about race; differing 
patterns of race relations in several coun- 
tries; the nature, value, and precise appli- 
cability of the concept of race; the genetic 
and psychological differences accompanying 
racial differences; the nature and origins 
of race prejudice; and racial mixture. 

This book is thus a handy collection of 
facts, theories, and opinions about an im- 
portant subject that daily reveals its 
explosive character. Although each essay 
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contributes to the whole in some way, their 
combination in a single book gives the 
reader a sense of overpowering repetition. 
The ideas and the sentiments repeated are 
~ usually sound and noble, but it is nonethe- 
less wearying to encounter them so often. 
The intellectual level of most of the papers 
is popular, as it should be, but the style 
is dull. 

The most useful essays for general edu- 
cational purposes are “Race and Biology,” 
by L. C. Dunn; “Race Mixture,” by Harry 
L. Shapiro; and “Race and Psychology,” by 
Otto Klineberg. 

MorroE BERGER 

Princeton University 


Lroyp Ropwin. Housing and Economic 
Progress: A Study of the Housing Ex- 
periences of Boston’s Middle-Income 
Families, (Publications of the Joint 
Center for Urban Studies.) Pp. x, 228. 
Cambridge, Mass.: -Harvard University 
Press and Technology Press of the Mas- 
sachusetts Institute of Technology for 
the Joint Center for Urban Studies, 
1961. $7.50. 

In this volume, Dr. Rodwin has brought 
together revised versions of a number of 
articles originally published in the early 
1950’s. From a study of Boston’s experi- 
ence, he develops the thesis that the 
present-day housing problem stems from 
the failure of the market to meet the 
needs of middle-income families. This 
view is based upon an analysis of the levels 
of middle income and of rents paid for 
both new and existing housing of “minimum 
acceptable” -quality during six periods in 
the past century. 

During most of this time, rents as a 
percentage of income rose steadily, early 
exceeding the rule-of-thumb standard of 
one week’s pay for one month’s rent. 
Under the influence of rent control, rent 
for existing housing since 1946—47 has 
again met this standard, but the ratio for 
new housing continued to rise, reaching 30 
per cent or more of income during the 
postwar period. 

Tracing the history of efforts to meet 
this problem of “cost inflation and inade- 
quate supply,” Rodwin finds that none have 
been successful. Contrary to widespread 
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opinion, however, the situation has not 
been worsened by rent control. A com- 
parison of Boston’s experience after World 
Wars I and II, without and with controls, 
supports his theoretical examination of the 


-effects of a housing shortage on demand, 


tenure, and price. 

In a second section, Rodwin describes 
the changes in occupancy of neighborhoods 
by economic classes and ethnic groups and 
considers how these confirm or conflict 
with the sector theory of the growth of 
residential neighborhoods developed by 
Homer Hoyt. Although he has made an 
effort to focus these chapters, each inter- 
esting in itself, the nature of the common 
problem they are meant to illuminate does 
not become clear. 

Rodwin reports that the movement of 
families from center-cities, which began at 
least a century ago, has been accompanied 
by a great improvement in housing condi- 
tions, albeit at some cost to the cities. 
Families obtained a better environment and 
increased equipment and space within their 
dwelling units. Nevertheless, he believes 
that the increase in general housing quality 
has net matched the rise in real income 
and that the cost is too great for these 
families to bear. 

It is difficult to see how such a great 
change in location and increase in quality 
could have occurred if “minimum accept- 
able housing” has in fact been beyond the 
reach of middle-income families. It would 
have been interesting to have had a report 
not only on the rents for a series of houses 
of variable and undefined quality, but also 
on the rent-income and value-to-income 
ratios actually resulting from the current 
housing expenditures of these families, If 
those rates have indeed risen, before con- 
demning such an increase we must consider 
by what standards we can decide that 
these families are paying more than they 
should for the increased quality they have 
chosen to obtain. 

In spite of the financial and emotional 
strains for individual families, which may 
accompany their housing progress, and the 
burden their movement places on city and 
suburb alike, it is by no means obvious 
that the problems of this middle third of 
our families are more serious for them or 
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for society, or should be of greater social 
concern, than those of the lowest third. 
Neither is it apparent from the material 
` presented in this book that the provision 
of houses for them should be, as Rodwin 
proposes, the strategic core of our national 
housing policy. ; 
Grace MILGRAM 
Research Associate z 
Institute for Urban Studies 


VaucHN Davis BorneT. Welfare in 
America. Pp. xi, 319. Norman: Uni- 
versity of Oklahoma Press, 1960. $4.95. 


This book is primarily about a limited 
segment of American social welfare—social 
welfare as organized under voluntary aus- 
pices and as practiced by professional social 
workers, This emphasis: may seem rather 
narrow, but for the author the major prob- 
lems in American welfare are related to the 
existence of voluntary bodies and to the 
role of the professional staff. However, if 
one seeks enlightenment about the function 
of voluntary welfare on the American scene, 
one finds little clarification—beyond vague 
assumptions—about old-fashioned humani- 
tarianism and concern with the expansion 
of governmental programs and the rising 
tide of “socialist” measures. Public wel- 
fare is frequently referred to as “give- 
away” programs, and there is little recog- 
nition of the changing nature of society and 
social philosophy during the last century 
which makes this approach to welfare 
anachronistic. 

In a few brief introductory chapters— 
approximately one quarter of the book— 
Bornet reviews the history of welfare, gov- 
ernmental welfare programs, and the 
relative positions of governmental and 
private bodies in the field. The treatment 
of these subjects is sketchy and reveals at 
a variety of points distortions both in evi- 
dence and interpretation which, although 
notable throughout the volume, are par- 
ticularly blatant in this early section. As 
one illustration, in speaking of assistance 
grants to families in the category of Aid to 
Dependent Children (ADC), the author 
mentions families receiving $200 to $400 
per month. If current average payments 
are assumed here, this would refer to 
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family units of seven to thirteen members 
—hardly typical of the ADC caseload. 
Inconsistencies are also frequently present. 
Some of the inconsistencies may be due 
to the author’s' failure to define his frame 
of reference rigorously, and to a looseness 
which permits him to shape his material 
for ad hoc conclusions. 

The major value of the book is that it 
does draw attention to some pertinent 
issues about social welfare and the profes- 
sion of social work. However, the ques- 
tions around these issues, often raised by 
innuendo, are not noticeably helpful in 
pointing to- solutions. From the point of 
view of scholarly writing, the lack of exact- 
ing standards leaves some doubt as to how 
seriously this book can be considered a 
responsible addition to the literature of 
social welfare. To a great extent, the ques- 
tion is not so much how this book reflects 
the reality of welfare in America as how 
much it represents the view of any signifi- 
cant proportion of the population as to 
what welfare is. If the latter is the case, 
it will at least serve an edifying function 
for those interested in the welfare scene. 
Seen as a series of opinionated essays 
alluding to some of the basic issues and 
disturbing some of the sensitive shibboleths 
of conventional organization and practice, 
Bornet’s approach may provide stimulating 
reading. 

SAMUEL MENCHER 

Associate Professor 

Graduate School of Social Work 

University of Pittsburgh 
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Letters to the Editor 


Wasuincron, D, C., 20 June 1961 


Dear Sir: . 

I read in the May 1961 issue of THE 
ANNALS [The Rising Demand for Interna- 
tional Education] a report headed “What 
Others Are Doing” by Oliver Caldwell. 
The subject is the various ways in which 
different nations have approached the prob- 
lems of education in their colonies and the 
conclusions the United States should draw 
from the experiences of other countries for 
planning its own educational programs in 

. Africa. 

The largest part of the report is devoted 
to education in the British territories, 
which does not surprise me inasmuch as 
Mr. Caldwell knows, or I suppose he does, 
the territories he is talking about. But 
I am rather: surprised, to say the least, by 
his judgment on the former French ter- 
ritories. I quote: 

“France educated a few in her colonies 
to be colored Frenchmen, leaving the 
majority untouched by schooling. This 
has seriously affected the viability of for- 
mer French colonies, leaving them, of ne- 
cessity, at the mercy of armed cliques or 
restless and ambitious individuals.” 

This, completed by an anecdote relating 
to Cambodia, is all I have been able to 
find about French-speaking nations in the 
ten-page article by Mr. Caldwell about 
education in colonies or former colonies. 
It is not much, and, what is worse, it is an 
extraordinarily biased presentation of the 
facts. That the majority is untouched by 
schooling is true, actually, in all the under- 
developed countries, especially in Africa. 
If the author has in mind only the popula- 
tion of school age, then he should know 
that the school enrollment is of 80 per cent 
in Gabon, .75 per cent in the Congo- 
Brazzaville, 47 per cent in the Malagasy 
Republic, 31 per cent in Senegal. In 
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` Malagasy 


French-speaking Africa, 70,000 youths are 
studying in secondary schools, 3,600 in 
technical schools. Inthe field of higher 
education, there are 1,300 students at the 
University of Dakar, 500 at the Institute 
of Higher Studies in Tananarive, 300 in 
each of the similar institutes in Brazzaville 
and Abidjan. There are 8,000 African 
students in the universities of Metropolitan 
France. About 3,000 French teachers— 
side by side with 28,000 African and 
teachers formed in French 
schools—are at work in Black Africa, plus 
6,000 in Morocco and 1,500 in Tunisia, 
and it is well known that the new independ- 
ent governments are eager to receive more 
and more teachers from France, especially 
for secondary, technical, and higher educa- 
tion. In this field alone, France has spent 
more than $40 million in 1960 in her former 
colonial territories. 

By quoting these data, I do not want 
to say, of course, that everything is all 
right and that the task is finished. Far 
from that, I only mean that it has been 
well initiated. 

Now, the second part of Mr. Caldwell’s 
assertion is still more amazing. Where are 
“the armed cliques,” “the restless and 
ambitious individuals” to which he refers? 
Are such terms used to designate President 
Senghor of Senegal, Houphouet-Boigny of 
Ivory Coast, Ahidjo of Cameroun, Fulbert 
Youlou of the Congo, Tsiranana of the 
Malagasy Republic, and others like them? 
In what circumstances have those countries 
proved themselves “unviable”? I simply 
cannot understand what is meant. If Mr. 
Caldwell has in mind the Indochinese 
states, which is a possibility considering 
the following paragraph, then he should 
make his case more explicit and, in that 
case, take into consideration the tremen- 
dous weight of Communist China, which 
obviously is the main reason for the politi- 
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cal troubles in that part of the world. It 
has nothing to do with education nor with 
the so-called “colored Frenchmen.” 

In conclusion, I feel that the author 
shows very little of the international com- 
prehension which is required when one 
raises such an important matter as educa- 
tion in underdeveloped countries. It is 
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all the more disappointing when it comes 
from a high official in the department of 
International Education, United States 
Department of Health, Education, and 
Welfare. 
Sincerely yours, 
Hervé ALPHAND 
Ambassador of the French Republic 
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